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Dyspareunia, which signifies painful or difficult inter- 
course, is a not infrequent disturbance. It has wrought 
havoc in many marriages and, even if of minor degree, 
has caused unhappiness and discomfort. Eventually it 
may produce serious neuropsychiatric symptoms. 

Most frequently the family physician is the first to 
be consulted, particularly by newlyweds whom he has 
known since childhood or adolescence. Too often the 
general practitioner, because he has not been instructed 
in medical school, proves ill qualified to be a useful 
counselor. Moreover, he will find little useful gui- 
dance in the textbooks. To meet this gap, I have 
reviewed the histories of a considerable unselected series 
of cases of dyspareunia from my private records, in 
order to present and clarify the subject and offer gui- 
dance in this little discussed field. 

The entire series comprised 349 patients representing 
1.5 per cent of the patients encountered in office prac- 
tice over a period of years.2 Of the 349 patients, 105, 
(29.6 per cent) complained solely of dyspareunia, 
165 (47.7 per cent) gave it as the main complaint 
and 79 (22.7 per cent) mentioned it incidentally, 
usually at a later visit, after their trust and confidence 
had developed to a greater degree. 

In 113 patients, in addition to dyspareunia, other 
complaints were elicited (table 1). 

Of the entire group of 349, 156 patients had become 
pregnant (44.6 per cent) ; 128 had borne one or more 
children, the remaining 28 having abortions only (1 had 
twelve). One hundred and ninety-three, or 55.3 per 
cent, had never conceived, but only 39 complained of 
sterility. 

In 114 patients the trouble had existed since marriage 
(table 2). This included 37 in their honeymoon (arbi- 
trarily limited to the first month or two of marriage). 


1, The literature is widely scattered. Most informative, especially in 
regard to local lesions, is Dickinson, R. L., in Nelson’s se Leaf 
Surgery, New York, Thos. Nelson & Sons, 1932, vol. 7, chap. 32, p. 681. 
Other references are: Bell, ; ; isorder of Function, in Eden, 

. and Lockyer, C.: The ~— System of Gynaecology, London, 
Macmillan & Company, 1917, vol. 1, p. 397; Crossen, H. S., and Crossen, 
R. J.: Diseases of Women, ed. 9, St. Louis, c.- Vis Mosby Company, 
1941, p. 806; Curtis, A. H.: A Textbook of Gynecology, ed. 4, Phila- 
delphia, W. B. Saunders Company, 1942, p. 619; Novak, E.: Textbook 
ot Gynecology, ed. 2, Baltimore, Williams & Wilkins Company, 1944, 
p. 509. 

2. To arrive at a percentage, a sample of 7,124 consecutive histories 
were scrutinized; 103 cases of dyspareunia were found, or 1.4 per cent. 
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As a generalization it may be stated that other factors 
being alike, the gravity of dyspareunia is proportional 
to the length of its duration. 

Patients localized their pain as introital, deep or 
both. In 5 patients the site was not obtained (table 3). 


LOCAL CAUSES 


Primary Dyspareunia—Primary dyspareunia, of 
which honeymoon dyspareunia is the most striking 
example, begins with the first attempts at intercourse 
(113 cases, 32.7 per cent). Of these, 37 were honey- 
moon cases, the remainder having persisted from one to 
twenty years. 

The dyspareunia, as mentioned, may be introital or 
deep. Honeymoon symptoms usually are introital, 
resulting from hymeneal tears, lacerations of the four- 
chette or bruises of the urethral meatus.’ <A: thick, 
rigid hymen may prove an insurmountable or painful 
obstacle.* Subsequent to the injury superficial ulcera- 
tions develop which prove exquisitely painful to the 
touch. 

The treatment of such lesions usually is simple. 
Twin beds, interdiction of intercourse, hot sitz baths 
and, if the vulva is painful and swollen, wet dressing 
of 0.5 per cent aluminum acetate. Occasionally codeine 
and sedation may be required. If pronounced spasm, 
vaginismus or anxiety has already appeared, after heal- 
ing is complete, a matter of ten to fourteen days, the 
tube treatment (discussed later in this article) should 
be resorted to for two weeks before intercourse is 
resumed. 

Forty-three patients showed introital lesions due to 
inflammatory causes—skeneitis (inflammation of peri- 
urethral glands), bartholinian abscess or cyst, inflam- 
mation of labial sweat glands, nonspecific leukorrheal 
irritation (including Trichomonas infestation). The 
treatment of these lesions was along orthodox lines. 
Bartholinian cysts or abscesses were excised; super- 
ficial labial inflammations kept clean and dry; leu- 
korrhea relieved by cervical and vaginal applications 
of silver nitrate and merbromin (‘“mercurochrome’”), 
2 per cent, and douches. No case of gonorrhea was 
encountered. 


3. More serious injuries may confront the physician for treatment. 
Over an interval of years I have been called late at night on three 
occasions to stop serious hemorrhages due to wedding night hymeneal 
lacerations. In 2, packing sufficed; 1 required hemostatic suture. Twice 
large perivaginal hematomas were encountered. These subsided spon- 
taneously. patient coitus (which been indulged in without 
difficulty with the same partner for months) caused profound shock due 
to perforation of the posterior fornix; cure Roney effected with short iodo- 
form pack in Douglas cul-de-sac and mor " 

4. In the entire series, intact hymen was caieintioil pyenty: -five times, 
Eleven of these patients were honeymooners. In cured; in 3, 
hymenectomy was performed, The be my care, 
The duration was thirteen years in case en years in a 46 year 
woman (husband impotent—no therapy AR Ry The remainder were 
married from one to six years. 


------ 
] 4 | 
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Seven cases of congenital septums required surgical 
excision. Absence of vagina is a bar to coitus and 
will not be considered here.® 

Secondary Dyspareunia.—Introital : Secondary intro- 
ital changes caused dyspareunia in 70 patients (20 per 
cent). This signifies that the trouble developed after 
the honeymoon, in some cases many years later. 


TABLE 1.—Additional Complaints 


Menorrhagia and metrorrhagia...........-. 26 (fibroids 15) 


* Of the 8, only 1 had uterine prolapse. She was cured by a Man- 
chester operation. Two with rectocystocele evinced strong defense 
reactions. Five had rectocystocele (duration, one to thirty-two years), 
experiencing introital (4) or deep (1) dyspareunia. 


TasLe 2—Duration of Dyspareunia 


84 

Not accurately ascertainable............. 48 


Menopausal involution, dryness and thinning of the 
mucosa were at fault in 23 cases. Acute onset may 
follow roentgen sterilization. In mild cases, lubrication 
proved sufficient to relieve. When pronounced senile 
changes were noted, occasional twelve day courses of 
estrogenic vaginal pessaries of 2,000 international units 
proved helpful. The condition is particularly disturb- 
ing when the women are young (artificial menopause ) 
or in older women married to younger husbands. 

Too tight perineorrhaphies following plastic repair 
produced dyspareunia in 33 women, in the majority 
at once after the operation; in a few, years later when 
the superadded menopausal shrinkage further dimin- 
ished the lumen. In 13 women, overtightness of 
episiotomy repair caused the trouble post partum. In 
1 patient, kraurosis was at fault. 


TABLE 3.—Site of Dyspareunia 


No. Percentage 


Not ascertaimed 5 1 


TABLE 4.—Causation of Primary Introital Dyspareunia 


Vulvovaginal inflammation ............... 24 


In some instances, lubrication and more dorsal intro- 
mission relieved the pain. In a number, a reverse 
plastic operation was required (vertical incision through 
the fourchette and into the perineum with transverse 
repair of the resulting gap). In some, tube treatment 
brought relief. In kraurosis, vulvectomy was _ per- 
formed, primarily for the precancerous lesion, simul- 
taneously curing the dyspareunia. 


5. Frank, T.: > Formation of an Artificial Vagina Without 
Operation (I saethn ethod), New York State J. Med. 40: 1669 
(Nov. 15) 1940. 
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Deep Dyspareunia—Deep dyspareunia is noted par- 
ticularly in retroflexion with prolapsed ovaries, in the 
presence of pelvic inflammation and after postabortal 
infections. 

I never have operated on retroflexion for dyspareunia 
per se (33 cases). Twice daily knee-chest position 
(for five minutes, with admission of air by separating 
the labia or introduction of disconnected douche tip) 
is prescribed; later, when the uterus is more movable, 
insertion of an appropriate Hodge or Smith pessary 
assures anteflexion. Two patients operated on by 
others returned unrelieved, their trouble being largely 
psychogenic in origin. 

Dyspareunia due to pelvic inflammation (47 cases) 
required treatment of the underlying lesion. Exudates 
are relieved by rest, heat, diathermia (2 cases due to 
gold intracervical contraceptive button), adequate peni- 
cillin therapy (1,000,000 units in three and one-half 
days). Rarely hydrosalpinges or pyosalpinges required 
operation. In a few chronic conditions of secondary 
contracture of the pelvic connective tissues, the vagina 
was stretched by mercury colpeurysis. 

In 7 patients deep dyspareunia was cured by for- 
bidding the use of the contraceptive diaphragm. These 
women all submitted to intercourse at least once daily. 
The site of pain was in the tense, spastic sacrouterine 
ligaments, traumatized by the frequent prolonged pres- 
sure exerted by the diaphragm.* 


TABLE 5.—Causation of Secondary Introital Dyspareunia 


Menopausal involution 23 
After perineorrhaphy 33 


In 10 instances of endometriosis, the first complaint 
was that of deep dyspareunia. The treatment is that of 
the endometriosis which, if widespread or accompanied 
by chocolate cysts, required radical operation. 


Combined Dyspareunia.—In 37 patients, both introi- 
tal and deep dyspareunia was complained of. They 
fell into various categories, inflammation predomi- 
nating. A number showed a hypersensitive pelvis 
(accompanied by general hyperesthesia) most often 
resulting from incomplete deturgescence due to coitus 
interruptus. 

NORMAL PELVIC FINDINGS 


In 63 patients (17.5 per cent), the pelvic findings 
were approximately normal. These patients were the 
most difficult to classify and cure. Of these patients 
who were found locally normal, neuroses and psycho- 
neuroses were evident in 54.8 per cent, contrasting 
with those patients in whom recognizable pelvic lesions 
were found and who showed only half as many nervous 
symptoms (24.6 per cent). 

Consequently in classification and in treatment there 
is a sharp distinction in patients with dyspareunia 
between those with local pelvic lesions calling for local 
treatment and those in whom neuroses, psychoneuroses 
and general psychosomatic symptoms predominate. 
These may require psychotherapy. That my material 
does not differ greatly from that of other gynecologists 
is shown by Dickinson’s observations, who, in 170 
patients with dyspareunia, found that the psychic factor 


6. One woman not included in this series experienced violent pain 
in the vulva and vagina with acute dermatitis, Careful investigation 
ge a suddenly developed allergy to rubber (a rubber condom was 


A 
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predominated in 25 per cent. In mine, the percentage 
was 24.6 per cent of 349 patients, an almost identical 
figure. 

PSYCHOGENIC DYSPAREUNIA 


The recognition of dyspareunia resulting from neuro- 
genic causes is nothing new. Huguier* in 1834 wrote 
his thesis on vaginismus. Dupuytren * in 1839 recog- 
s nized dyspareunia. Faure,® 1928, deplored the fact 
that prophylactic measures are rarely feasible and 
emphasized the effect of lack of love or actual distaste 
in “arranged marriages,” which were the rule in France. 

Whether increasing frequency of premarital consul- 
tation, enlightenment on the subject of sex or prenuptial 
self dilatation, as advised by Dickinson,’ will eventually 
reduce dyspareunia to a rarity still remains to be seen. 

My own education in the evaluation of dyspareunia 
and in its effective treatment began more than thirty 
years ago. The literature afforded me little aid. My 
training largely was autodidactic. It has progressed 
with the general development of psychology, both nor- 
mal and abnormal, and psychiatry. A few of these 
early cases may prove as enlightening to the reader 
as they were to me. 


Case 1.—The patient, seen June 2, 1915, was 23 years old, 
had been married one year and experienced dyspareunia without 
real intromission. Her husband was young, timid and inex- 
perienced. I inserted a large vaginal plug with the patient 
under anesthesia. She was unable or unwilling to insert the 


TaBLe 6.—Findings in Deep Dysparcunia (One Hundred Cases) 


Retroflexion and prolapsed 
Pelvic inflammation (parametritis, diseased adnexa, etc.).. 39 


plug subsequently because of pain and vaginismus. On July 13 


I excised the hymen and enlarged the introitus by a vertical 
cut in the perineum, which was stretched and sutured trans- 
versely. The dyspareunia improved. The patient became preg- 
nant nine months later. She has not experienced dyspareunia 
since term delivery. 


This case shows that the highly recommended forcible 
dilatation and even enlargement of the entrance did not 
at once establish a complete cure. A further mile- 
stone in my education was supplied by the next case. 


Case 2.—The patient, a nullipara aged 36, married thirteen 
years, was referred to me in August 1915 by an internationally 
prominent internist with the “royal command” to perform an 
excision of the hymen. The patient was intelligent and nervous 
and did not want children. Dyspareunia had existed since 
marriage. The patient was underweight, fully feminine and 
normal. The hymen was found intact after thirteen years, 
admitting only the tip of the finger; there was vaginismic 
general spasm. | 

Reluctantly, because of the long duration and nervous back- 
ground, with the patient under general anesthesia I excised 
the hymen. Three days after the operation, while still in the 
hospital, the patient tried to jump out of the fifth story window. 
Within two months she had to be committed to an institution 
for the now overt psychosis with suicidal tendencies. 


I have never forgotten this lesson. It has led me to 
study the nervous makeup of every patient that I have 
since encountered as an integral part of every anam- 


7. Huguier: Constriction spasmodique | du sphincter au vagin, Thesis, 
Paris, 1834; cited by Faure and Siredey 
8. Dupuytren, 1839, cited by Faure we Siredey.® 
Faure, J. L., and Siredey, A.: Traité de gynecologie, ed. 4, Paris, 
Octave Doin, 1928, p. 565. 
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nesis and examination. These early cases laid the 
foundation for further study and interest in dyspareunia 
and (the then as yet not coined term of) psychosomatic 
symptoms. 

When dyspareunia, with or without complicating 
vaginismus, is based on nonlocal causes or when local 
complaints are far overshadowed by nervous symp- 


TaBLE 7.—Neuroses (Sixty-Three Cases) 


Local causation 26 (41.3%) 
Retroflemion 6 
Vaginal septum 1 
7 
3 

No local cause 37 (58.7%) 
Sterility 5 
2 


toms, it indicates a defense mechanism developed by 
the patient. The defense may be directed against sex 
and physical congress in general (faulty upbringing, 
excessive egotism, old maidishness, latent or overt 
hemosexuality ), fear of pregnancy, aversion to partner 
(previous love affair, broken engagement, some physical 
defect discovered after marriage). Even minor annoy- 
ances such as lack of consideration in preliminaries, 
unpleasant conditions like halitosis or bromhidrosis, may 
form the basis of aversion and subconsciously the begin- 
ning of resistance and defense. 

According to the usual criteria, 63 patients showed 
pronounced neuroses existing, as well as I could deter- 
mine, from one month to fourteen years, with an 
average of two years. Twenty-three patients suffered 
from more serious psychoneuroses. Of these, the further 
course in 3 ended in true psychoses. The duration was 
from four months to fourteen years, with an average of 
five years. 

The causal factors were difficult to elicit, particularly 
in cases of long duration, then being overshadowed by 
the anxieties, fears, grievances and the often irrelevant 
and multiple psychomatic symptoms which dominated 


TABLE 8—Psychoneuroses (Twenty-Three Cases) 


After vaginal plastic operation............. 2 

No local cause determinable.............0ee00e00: 18 (78.3%) 


Multiple operation for psychosomatic symp- 


the picture at the time of examination. Dissatisfaction 
or anger against the husband, in some cases fully justi- 
fied, was elicited in a number of instances (vide infra). 

A breakdown of the data relating to causation is 
instructive (tables 7 and 8). 

In the patients with neuroses, 58.7 per cent, and in 
those with psychoneuroses, 78.3 per cent showed no 
local lesion to account for the fixation of their trouble. 
It became necessary to explore more deeply into the 
origin and cause. That this causation was not too easily 
recognizable is demonstrated by the fact that at least 
4 had been subjected to multiple operations directed to 
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correct functional psychosomatic symptoms, with no 
relief but rather with increase of disability. Yet these 
same patients were ready and eager to submit to further 
operative intervention ! 

Considerable exploration was needed to arrive at 
even the scant data contained in the preceding tables 
(tables 7 and 8). These patients have this in com- 
mon, that they focus their complaint on the pain, dis- 
comfort, aversion, fear, fatigue or humiliation which 
they experience before, during or after coitus. Some 
develop a physical defense reaction (vaginismus, 7 
cases) which may extend to the abdominal and extrem- 
ity muscles, and others use evasion or excuses of ill 
health to avoid coitus. A number of these patients 
had. undergone or were undergoing formal psycho- 
analysis. 

THE HUSBAND 


Before discussing treatment of these patients, a con- 
sideration of the husband is indicated. My data are 
restricted by the fact that I had no direct contact with 
the male partner in many instances, and therefore was 
limited in my search for the truth by the often preju- 
diced statements of unhappy and disgruntled wives. 

The data in table 9 on 36 husbands are available and 
appear well founded. 


TaBLe 9.—Data on Thirty-Six Husbands 


Too frequent coitus (daily or more often).. 6 
Quarrelsome and demanding............... 5 
Premature ejaculation 7 
Overprolongation 2 
Psychopath (later interned)............... 1 


Less classifiable complaints such as brutality, incon- 
siderateness, drunkenness and unwillingness to take 
contraceptive precautions were not uncommon. In a 
number of instances, a genitourinary specialist to whom 
these husbands were referred was able to help them. 


TREATMENT 


During the course of years, I have developed a simple 
technic which has rarely failed in patients who wanted 
to be cured! The attitude of the patient, therefore, 
must be explored carefully and minutely at the outset. 
This inquiry can be accomplished in a surprisingly short 
time if one’s manner and approach are genuine, unem- 
barrassed, quite impersonal but kindly. The feeling 
toward the husband, the presence or absence of libido, 
the hopes and fears and anticipations—whether reality 
has fulfilled or fallen short—can be obtained rather 
readily from the average patient. The site, character 
and intensity of the pain, the time of its occurrence 
and whether trial has shown progressive decrease or 
increase of its intensity help to complete the picture. 
If because of timidity, prudery or fright—in contrast 
to deliberate noncooperation or purposeful concealment 
or lying, which signify deeper psychic disturbances 
demanding trained psychiatric approach—the situation 
remains unclear, then the first examination must be 
limited to painless maneuvers, if necessary, omitting 
vaginal examination completely. Coitus is forbidden, 
and hot sitz baths, sedation and twin beds are ordered. 

At the next visit (five to seven days later) the 
improvement in “entente” will be great. A short sepa- 
rate interview with the husband, who has been invited 
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but too often fails to attend, will enlighten him and 
enlist his full cooperation unless he is stupid or pur- 
posely uncooperative, the latter usually signifying some 
defect such as impotence, which he desires to conceal. 

Local examination (one finger vaginal, small specu- 
lum) shows entire absence of local lesions and local 
causes, but may arouse spasm (local or general), even 
though no pain is elicited by the deliberate and calcu- 
lated gentleness of the examination. 

Treatment with Tube.—With the patient still in the 
lithotomy position, I then produce with emphasis and 
almost ostentation, two pyrex test tubes, one 5 inch 
(0.96 cm.), the other 1 inch (2.54 cm. ) in diameter, 
instruct the patient for the first week to insert the 
smaller tube, well lubricated, twice daily for ten minutes 
by the clock. The patient’s position should be dorsal, 
with thighs drawn up ana separated, the introduction 
deep, and this maneuver should be repeated at least 
three times at each session. The patient then herself 
introduces the tube under my supervision, and if neces- 
sary, is repeatedly instructed and encouraged further. 
The larger-sized tube is used during the second, and 
in difficult patients, also during a third week. The 
patient is assured convincingly that at the end of this 
period coitus will not only caus no pain but may 
prove pleasurable. 

The result has been almost 100 per cent cures in 
one or at most two office visits except in the few in 
whom a deep-seated psychic basis exists. 

Several of the patients have informed me that they 
were undergoing or shortly before had completed a 
course of psychoanalysis. Under these conditions I 
have insisted on first obtaining the consent of the 
analyst, which has been accorded in every instance. 
The result in those patients particularly has been good 
as far as overcoming local pain and spasm is concerned, 
as well as some of their apprehension. 

In spite of the multiple factors which form the back- 
ground of dyspareunia—local lesions, the upbringing, 
personality, nervous constitution, health and compati- 
bility of both partners—few conditions encountered by 
the physician respond more readily to adequate recog- 
nition and treatment. Certainly no more grateful 
patients than those cured of this source of pain and 
unhappiness can be found. 

To recapitulate, the treatment of dyspareunia based 
on local lesions is direct and simple, as has already 
been shown. Not infrequently emotional, social and 
psychic factors will crop up as side issues. If the 
patient is open minded, cooperative and desires to be 
cured, enlightenment is not difficult. If possible, a free 
discussion between husband and wife, in the presence 
of and with the physician as guide and moderator, is 
most helpful. It may then become evident that the 
husband is partly or entirely at fault and that he is 
the one who needs local or psychiatric treatment. 

A more cautious approach is necessary in those 
patients in whom the local findiags are normal or 
minimal and the duration of the trouble of long stand- 
ing, and who, in spite of the fact that they seek advice, 
evince a balky resistance to investigation. The pre- 
dominantly defensive nature of their reaction, even if 
it is camouflaged by unrelated psychosomatic symptoms, 
anxieties, excuses and accusations against their hus- 
bands, is readily recognizable. In the worst cases of 
this type, unless the patients have been referred to me 
by a psychiatrist or psychoanalyst who requests that 
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I try to ameliorate the local symptoms, I try to deter- 
mine whether the patient wants to be cured. Some 
have rationalized the situation, have arrived at a status 
quo which satisfies them, particularly if the husband 
is acquiescing, indifferent or has found solace elsewhere. 
Such patients should not be treated; otherwise you run 
the risk of catastrophy as in case 2. Tf the patient wants 
to be cured, then the tube ‘reatment is successful in the 
vast majority of cases as far as relieving local pain, 
spasm and resistance is concerned. It will not cure 
phobias, it will not make a disliked husband attractive, 
but it will make coition physically painless and, when 
no deep-rooted prejudices exist, responsiveness may 
develop. 
SUMMARY 

Dyspareunia in a series of 349 patients represented 
an incidence of about 1.5 per cent of gynecologic private 
patients seen during the same period. In approxi- 
mately 30 per cent, dyspareunia was the sole com- 
plaint; in 48 per cent it was the major complaint, 
and in 22 per cent it was an incidental complaint. 
In 30 per cent the dyspareunia has existed since 
marriage. In the entire series the duration varied 
from honeymoon (one to sixty days) to ten years or 
more, The site of pain was introital in 207 (60 per 
cent), deep in 100 (29 per cent); both superficial and 
deep in 37 (10 per cent), and not ascertained in 5, 

Localizable symptoms required local treatment in 
addition to psychic suggestion. Nonlocalizable and 
“psychogenic” cases required different therapy. 

Symptoms which developed with marriage were 
termed primary; they were termed secondary when 
onset occurred later. 

Primary introital dyspareunia most commonly devel- 
oped as a consequence of coital trauma, local infection 
and leukorrheal irritation (including Trichomonas). 
In 7 cases, congenital vaginal septums were at fault. 
Absence of the vagina is not discussed. Secondary 
introital dyspareunia (20 per cent) resulted from 
menopausal shrinkage, too tight plastic or episiotomy 
repair or kraurosis. Deep dyspareunia arose from 
retroflexion with prolapsed ovaries, deep pelvic inflam- 
mations, parametritis, exudates, adnexitis and endo- 
metriosis. Combined introital and deep dyspareunia 
occurred in 37 patients. 

Normal pelves were noted in 63 patients. Fifty-five 
per cent of these women showed neuroses and psycho- 
neuroses; this was in sharp contrast to the percentage 
of the total figure (349), which was only 25 per cent. 

In psychogenic dyspareunia the initial local or gen- 
eral factors may disappear, leaving no trace of any 
initial local causation (64 per cent) ; in the remainder 
some inciting local cause was still determinable. 

The husband problem predominated in 36 cases. 
Most probably it was an important factor in many more. 

In primary and secondary dyspareunia, local therapy 
combined with enlightenment and orientation proved 
effective. 

In psychogenic dyspareunia great caution must be 
exercised in attempting to treat dyspareunia of long 
duration. The attitude of the patient is decisive; only 
those who manifestly wish to be cured should be 
treated. Those in whom the defense and resistance 
complexes predominate should be left undisturbed and 
if possible referred to a competent psychiatrist for 
preliminary treatment. 


1035 Park Avenue. 
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ECTOPIC PREGNANCY 


W. D. BEACHAM, M.D. 
CONRAD G. COLLINS, M.D. 
E. PERRY THOMAS, M.D. 

and 


DAN W. BEACHAM, M.D. 
Orleans 


“The history of the recognition of pregnancy proceed- 
ing outside the cavity of the uterus, the gradual under- 
standing of its gravity and the development of modern 
methods of its treatment, forms one of the most fasci- 
nating .episodes in that epitome of human intellect, its 
brilliancies and its lamentable failures, the history of 
medicine.” So wrote Schumann? in his excellent mon- 
ograph published over a quarter century ago. He 
stated that the first recorded case appeared in Bauhin’s 
“Gynaecorum sive de Mulierum Affectibus Commen- 
tari” (1586), being credited to Albucasis, an Arabian 
physician who practiced in Spain about the middle of 
the eleventh century. In 1604 Riolan described the 
classic picture of ruptured eccyesis; however, over a 
century elapsed before Dionis (1718) presented his 
commendable discussion on etiology. In 1759 Bard of 
New York operated in a case of abdominal pregnancy, 
the first type of ectopic gestation to be treated surgically. 
By 1876 Parry had collected 500 cases of extrauterine 
cyesis with a mortality of 67.2 per cent. Seven years 
later Tait performed what is considered the first delib- 
erate operation for ruptured tubal pregnancy. In the 
same year (1883) Briddon so operated in the United 
States. 

During the twentieth century the literature on this 
subject has become voluminous, but few articles present 
a series of more than 300 cases from a single institution. 
In the last twenty years papers on ectopic pregnancy 
have been presented in this section by Behney,’? Echols,’ 
Brown and von Graff * and Schauffler.° 

The number of proved cases of ectopic pregnancy 
managed at the Charity Hospital of Louisiana at New 
Orleans since Jan. 1, 1906 las exceeded the thousand 
mark ; consequently, it was logical to conclude that some 
of the data derived from the perusal of these records 
would prove appropriate at this centennial meeting. 


_Although our institution celebrated its hundredth anni- 


versary in 1933,° records prior to 1906 are not avail- 
able. Previous reports on this subject from the New 
Orleans Charity Hospital include those of Graffagnino,’ 
whose study covered the years 1906 to 1919, Graffagnino 
Seyler, and Bannermann,® who brought certain statis- 
tics up through 1936, and Tyrone, Romano and Collins,° 
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who were chiefly interested in the mortality rate from 
1924 to 1934. This dissertation includes data derived 
from investigation of the entire series of 1,059 cases 
with limitation of certain details to the cases of the last 
ten years, inasmuch as the records of that period are 
far superior to those of the preceding years. The figures 
do not include instances of abdominal pregnancy, 
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Fig. 1.—Racial _comparison of the incidence of ectopic pregnancy at 
the Charity Hospital at New Orleans. 


because that type of ectopic gestation is so important 
that it is worthy of individual consideration. Such 
a review may be found in the December 1946 issue 
of Obstetrical and Gynecological Survey.\° 


RACIAL INCIDENCE 

As shown in the first composite graph (fig. 1) the 
incidence is compared racially and in relation to deliver- 
ies and gynecologic admissions at the New Orleans 
Charity Hospital in the last forty years. 

In the first decade there were 51 white and 49 Negro 
women with ectopic gestation among 2,048 white and 
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Fig. 2.--Age incidence among Negro and white patients. 


2,769 Negro women delivered. The incidence was 2.5 
per cent for the white patients and 1.77 per cent for 
the Negro. In the same period there were 6,470 white 
and 5,995 Negro gynecologic admissions, resulting’ in 
an incidence of 0.79 per cent for the white and 0.82 per 
cent for the Negro. 
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During the second decade 100 instances of extra- 
uterine pregnancy occurred among white and 125 
among Negro women, with 3,°83 white and 6,370 Negro 
births, giving the figures of 2.79 per cent and 1.96 per 
cent, respectively. There were 9,077 white and 11,188 
Negro gynecologic admissions, with an incidence of 
1.11 per cent for both races. 

The third ten year period had 161 cases among white 
and 192 among Negro patients, 9,336 white and 18,063 
Negro deliveries and 22,643 white and 24,147 Negro 
gynecologic admissions. The incidence among white 
and Negro patients was 1.78 per cent and 1.11 per cent 
for the former group and 0.73 per cent and 0.82 per cent 
for the latter. 

Since 1936 there have been 134 cases among white 
and 247 among Negro patients, with the delivery figures 
reaching 13,985 and 40,023, giving an occurrence of 
0.95 per cent and 0.59 per cent. The number of gyne- 
cologic admissions has increased to 23,874 white and 
28,479 Negro, causing a percentage of 0.55 an.l 0.84. 
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Fig. 3.—Previous pregnancies. 
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It should be pointed out that during the first two 
decades the white obstetric patients consisted largely of 
those with complications, whereas during the second 
twenty years more and more patients with normal preg- 
nancy have been admitted, so that the incidence of 0.95 
per cent begins to approach the true incidence of ectopic 
cyesis to term intrauterine gestation. This is more evi- 
dent among the Negro race, as is indicated by the 
incidence of 0.59 per cent in the last decade, when 
40,023 Negro deliveries, representing over three fourths 
of those for New Orleans, occurred in our institution. 
In the future the actual relation to deliveries as recorded 
by hospital checks will be more accurate, inasmuch as 
more and more obstetric patients will be institutional- 
ized. 

In the last forty years there has been a sharp increase 
in the gynecologic admissions to Charity Hospital ; how- 
ever, the frequency of ectopic pregnancy has varied 
little. Even though the number of cases of extrauterine 
gestation is larger for the fourth decade, the percentage 
occurrence is the lowest during the entire period of 
this study. When one compares the gynecologic admis- 
sions, one notices that the incidence is higher in the 
Negro race, as one would expect in our locality, since 
the incidence of salpingitis is higher in this race. 
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AGE 


Inspection of figure 2, which is computed on the 
basis of 100 per cent for each race, reveals that the 
majority of ectopic pregnancies in the Negro group in 
this series occurred between the years of 21 and 30, 
whereas for the white group the greatest incidence 
was found in the 26 through 35 age range. The young- 
est white patient was 16 years of age and the eldest 
42. The age limits for the Negro patients were 15 and 


48 vears. 
y PREVIOUS PREGNANCIES 


Only 66 of the 381 patients comprising the series 
from 1937 to 1946 had not been previously pregnant, 
as is shown by figure 3. Excluding the extrauterine 
gestation ‘which caused ther: to come to the hospital, 
there were 62 primigravidas, 69 secundigravidas and 52 
tertigravidas. Somewhat unexpectedly, we found 17 
septigravidas. 

Of those who had been gravid once or more, 34 had 
failed to carry a fetus to the stage of viability ; 88 had 
carried one gestation near or to term, 62 were secun- 
diparas and 37 were tertiparas. 

Twenty-six gave a history of one abortion ; 7 admitted 
two abortions, and the remaining 55 had undergone 
three or more abortions, one having a total of thirteen. 

Thirteen (3.4 per cent) of the patients during the 
last decade had undergone proved previous ectopic preg- 
nancy, the majority having been managed at Charity 
Hospital. This percentage is almost identical with that 
reported by Smith,’! who found an incidence of 3.6 
per cent among 1,608 patients operated on by members 
of the American Gynecological Society, and by Mason 
and Storrs ?* in their study of 400 cases of extrauterine 
pregnancy. Also, we found, as did Fitzgerald and 
Brewer '® in their study of 500 cases, 402 of which 
were managed in Cook County Hospital, that a long 
period of sterility preceding the extrauterine pregnancy 
was not the rule in this group. 

In 750 cases the tube involved was found to be the 
right in 60.1 per cent and the left in 39.9 per cent. 
The tubal site most commonly found was the ampulla, 
next often the isthmus and least often the interstitial 
portion. 

Of these tubal pregnancies 12.8 per cent were intact, 
70.8 per cent were ruptured and 16.4 per cent were 
classified as abor- 
tion. 

The occurrence 


° BLEEDING of intraligamentary 
678 % 89% gestation was 1.5 
per cent the 
7 right and 0.5 per 

cent on the left. 


During the last 
ten years 4 cases 
of combined ectopic 
and intrauterine 
pregnancy were 
found. There were 
2 cases of bilateral tubal gravidity. Although the diag- 
nosis of ovarian pregnancy has been made at the New 
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Fig. 4.—Chief complaint. A, pain, 67.8 
per cent. B, bleeding, 8.9 per cent. C, weak- 
ness, 3 per cent. DL, pain and bleeding, 20.3 
per cent. 
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Orleans Charity Hospital several times, oniy 1 case 
record meeting all of the prerequisites for such a desig- 
nation could be found by us. 

Of the patients treated in the past decade 69 (18.1 
per cent) had been subjected to previous surgical treat- 
ment of the lower part of the abdomen, the most fre- . 
quent procedure being appendectomy. 

As confirmed by the pathologists, 134 (36 per cent) 
patients had salpingitis. No instance of salpingian 
tuberculosis was found. 

The infrequency of re- 
corded tubal malformations 
and evidences of obstruction 
due to tumors in this series 
is conspicuous, 


CHIEF COMPLAINT. 

In this study it was noted 
that 67.8 per cent of the 
patients presented a chief 
complaint of pain; 20.3 per 
cent complained chiefly of 
pain and bleeding, while 8.9 
per cent complained of 
bleeding. Weakness was re- 
corded as the major com- 
plaint in only 3 per cent of 
the cases. This confirms the 
widely accepted belief that 
pain or bleeding or a com- 
bination thereof is respon- 
sible for these patients’ trips 
to the hospital. Nausea, vomiting, syncope and other 
secondary symptoms were often found in the histories, 
but these require no special discussion. 

Only 8.8 per cent of the patients arrived at the hos- 
pital within twelve hours of the onset of the principal 
symptom; 12.3 per cent complained for one day and 
4.4 per cent for two days; 17.2 per cent gave a duration 
of one to two weeks, 27 per cent two weeks to two 
months and 1.57 per cent had complained for four to 
five months. 

The pain of ectopic pregnancy may vary consider- 
ably, depending on the status of the embryo, the intact- 
ness of the salpinx, the amount of hemorrhage and the 
threshold of the individual. Figure 5 reveals that 43.9 
per cent of the patients experienced pain in the lower 
part of the abdomen, 30.3 had pain in the right lower 
quadrant, 17.5 per cent had it in the left lower quadrant 
and in 8.3 per cent it was recorded as abdominal. Of 
the records disclosing the location of the pain in one of 
the lower quadrants there was an accurate correlation 
with the ectopic in 79 per cent. Pain in the shoulder 
occurred in 15.3 per cent. The onset was sudden in 
68.2 per cent and gradual in 31.8 per cent of the cases. 
In 69 per cent it came without exertion, but in 31 per 
cent it appeared during exertion. In 44.9 per cent of 
the latter group, the patient was in the bathroom. The 


Fig. 5.— Pain. The onset is 
gradual in 31.8 per cent of the 
cases, sudden in 68.2 per cent; 
the onset is with exertion in 31 
per cent of the cases, and without 
in 69 per cent; the pain is mild 
in 4.8 per cent of the cases, mod- 
erate in 11.8 per cent and severe 
in 83.4 per cent; it is continuous 
in 14.9 per cent of the cases and 
intermittent in 85.1 per cent. 


' severity was classified as mild, 4.8 per cent, moderate 


11.8 per cent and marked 83.4 per cent. It was inter- 
mittent in 85.1 per cent and continuous in 14.9 per cent. 


LAST MENSTRUAL PERIOD 
Data regarding the last menstrual period is of great 
importance in making the diagnosis of ectopic gestation. 
According to the records 1.71 per cent of the patients 
were having what they considered a “regular menstrual 
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period” at the time of hospital entry. Four and seven- 
tenths per cent stated that the last menses occurred 
two weeks prior to admission; 5.9 per cent, three weeks 
and five weeks. Six and eight-tenths per cent had 
amenorrhea for four weeks; 9.95 per cent six weeks 
_ and 9.11 per cent seven weeks. The greatest percentage 
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Fig. 6.—Last menses. 


(18.5 per cent) gave a history of amenorrhea for two 
months. The figures then fell at the ninth and tenth 
weeks to 8.3 per cent and 4.27 per cent, respectively. 
After dropping of the percentage to 1.99 for an amenor- 
rheic period of eleven weeks, a precipitous rise to 14.3 
per cent was found for the three month group. Three 
and thirty-nine hundredths per cent observed their last 
menstrual period four months previously, and 0.57 per 
cent seven months, as is shown by figure 6. 

Estimation of the duration of the pregnancy from the 
menstrual history and gross observations reveals that 
rupture tends to occur earlier in the isthmus of the 
salpinx than in the ampulla. 

In the study of the records of the last ten years in 
32 instances without rupture or tubal abortion, in only 
4 was there no abnormality of uterine bleeding. The 
remainder exhibited amenorrhea and/or “spotting.” 
Two cases of “flooding” were attributed to associated 
conditions. From the historical viewpoint one may con- 
fuse the “spotting” case with threatening uterine abor- 
tion, while the ones presenting “flooding” are apt to be 
misdiagnosed as incomplete abortions, myomas_ or 
Ovarian cysts. 

In this group tenderness was found to be the most 
important sign (table 1). In over 90 per cent it was 
of the abdominal type. In 80 per cent cervical manipula- 
tion resulted in pain. At the time of admittance bleed- 
ing via the vagina was present in 76.8 per cent. An 
adnexal mass was recorded as being palpable in 43.3 
per cent. The location of the ectopic pregnancy was 
stated in 31 per cent with an accuracy of 87.6 per cent. 
The contents of the cul-de-sac were regarded as abnor- 
mal in 39.6 per cent. 

In 13.6 per cent of the cases exhibited there were 
signs of shock at the time of admittance. In 6.8 per 
cent shock developed after entrance into the hospital. 
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In this connection it is well to point out that even 
though the history is of prime importance in the diag- 
nosis of ectopic gestation the patients should be given 
the benefit of a careful pelvic examination. Such an 
investigation must be performed with an understanding 
degree of gentleness in order to prevent the rupture of 
a gravid tube or to aggravate bleeding. Undoubtedly 
many patients that have been discharged from hospitals 
with a diagnosis of threatened abortion and _ later 
returned with rupture of a tubal pregnancy would have 
received a correct diagnosis if they had been properly 
examined. Consequently, it is our belief that patients 
suspected of having threatening, threatened, incomplete 
or missed abortions should be carefully examined. 

Two hundred and forty-six patients had temperature 
under 99 F.; 53 from 99 to 100; 14 from 100 to 101, 
and 15 over 101. In the cases in which the temperature 
was above 102 F., some cause other than the ectopic 
pregnancy per se was found. 


DIAGNOSTIC PROCEDURES 


In cases in which tubal pregnancy with intra-abdomi- 
nal bleeding is suspected and in which the observatiors 
are not conclusive enough to justify laparotomy punc- 
ture of the cul-de-sac should be done. This procedure 
was employed in 74 cases during the past ten year 
period. In 69 cases the result of the test was considered 
positive and most of the patients promptly operated on. 
In 5 instances the puncture was interpreted as being 
negative in result, although blood was found in the 
abdomen shortly after the colpocentesis. 

Considerable has been written about the value of 
sedimentation rates in the diagnosis of this condition. 
Such a test was performed in 234 cases with the expected 
results in most instances. Obviously, tests which allow 
for the correction of attending anemia are of much 
more value than the old ones. For 74 patients one or 
more hematocrit determinations were obtained. Such 
readings are an excellent means of determining the 
degree of activity of suspected internal bleeding. 

In this study it was found that leukocyte counts were 
of little value in differentiating extrauterine gestation 
from inflammatory conditions. 

The Friedman-Lapham test was employed in only 28 
cases. In 22 of these the result was positive and in 6 


TABLE 1.—Signs 


Per Cent 

Tenderness: 

91.1 

Cervical manipulation. 

Shock syndrome 

‘negative. Suffice it to say that a positive report is of 


definite value, whereas a negative one calls for recon- 
sideration of the history and physical findings ; it should 
be remembered that hormonal tests for pregnancy are 
positive in result only if there are living chorionic villi. 

Cervical dilatation and uterine curettage were per- 
formed in 10 cases, indicating an attempt on the part of 
the operator to rule out the possibility of incomplete 
uterine abortion. In all 10 cases laparotomy was done. 
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PREOPERATIVE DIAGNOSIS 


Our perusal of the records shows a progressive 
increase in the degree of accuracy of the preoperative 
diagnosis of ectopic pregnancy at Charity Hospital. In 
the period 1906 through 1920 only 44 per cent had an 
accurate opinion. In the next group 62 per cent had 
a correct diagnosis and in the last group, 1937-1946, 
82 per cent were properly diagnosed as indicated by 
figure 7. 

Myomas were responsible for inaccuracy in 5.9 per 
cent of the cases; in the majority of these uterine 
fibroids were present in addition to ectopic pregnancy. 
In 4.2 per cent pelvic inflammatory disease was recorded, 
whereas the main diagnosis should have been extra- 
uterine cyesis. In 1.6 per cent the patients were 
scheduled for appendectomies. In a similar percentage 
the condition was diagnosed as being an abortion. Vari- 
ous and sundry diagnoses were recorded in 2.3 per cent. 
Litzenberg ‘* has pointed out the fallacy of depending 
on so-called cardinal symptoms in the diagnosis of 
ectopic pregnancy, inasmuch as so many of the cases are 
atypical. 

In 133 of the last 373 operative cases, salpingectomy 
was done. A bilateral salpingectomy was performed 
twelve times. One hundred and seventy patients were 


TABLE 2.—Operative Procedures 


Salpingo-OophorectOMy.. 170 
Hysterectomy 


subjected to salpingo-oophorectomies. Hysterectomy 
was done in 63 cases; in 46 it was of the supracervical 
variety, in 13 abdominal total and in 4 vaginal in type. 
In most instances in which hysterectomy was done the 
adnexa were removed. Appendectomy was performed 
forty-one times and other abdominal operations includ- 
ing hysteropexies were performed in 14 cases (table 2). 

The number of operators was one hundred and nine, a 
large majority being residents. In this connection it 
is well to point out that the extent of the surgical treat- 
ment should be governed by the condition of the patient 
and the observations. Obviously, if the patient is in 
shock or near the shock level, minimal surgery for 
cure of the ectopic gestation should be employed. On 
the other hand, if the patient is in good condition and 
there is little or no blood in the abdomen the operator 
will do well to perform any indicated operation. None 
of these patients subjected to surgical treatment for 
associated conditions died. 7 

Sixty-nine of the last 373 patients operated on had 
spinal analgesia; 24 had ethylene anesthesia alone and 
96 received cyclopropane; 184 were anesthetized with 
ether after induction with a gas. The type of analgesia 
and/or anesthesia should be determined by the condition 
of each patient. 

POSTOPERATIVE CARE 

The recovery of patients with ruptured tubal preg- 
nancy is usually rather dramatic. Measures for the 
relief of pain are required, In this series most of the 
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patients were catheterized postoperatively. Fifty-one 
had suction for the relief of abdominal distention. Oxy- 
gen was administered to 31 patients. The maximum 
postoperative temperature was on the first postopera- 
tive day in 224 cases, on the second in 74 and the third 


in 25. The maximum temperature did not exceed 
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Fig. 7.,—Preoperative diagnosis. 


101 F. in 207 cases. It was from 101 to 102 F. in 
94 cases, 102 to 103 F. in 30 cases, 103 to 104 F. in 14 
cases and exceeded 104 F. in only 5 cases. Infusions 
and transfusions should be given postoperatively as 
indicated. Wound disruption occurred in 5 cases (1.4 
per cent). There were 10 wound infections (2.7 per 
cent). 
MORTALITY 

Williams and Corbit*® analyzed 101 fatalities from 
ectopic pregnancy, finding that the ratio of ectopic 
deaths to puerperal deaths is twice as high in Negroes 
as in the white race. 
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Fig. 8.—Mortality of ectopic cyesis. 


In figure 8 each bed and erect figure represents 
20 cases. A cross indicates 2 cases. One bottle sym- 
bolizes 10,000 cc. of blood. In the ten years following 
the revision of the staff and the institution of the 
residency system at the New Orleans Charity Hospi- 
tal only 2 deaths occurred among white and 9 among 
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Negro patients, resulting in an absolute mortality rate 
of 2.89 per cent. During this time 250 patients were 
given a total of 239,100 cc. of blood. 

Of the deaths there were 5 which could not have 
been prevented by the hospital staff. Two patients 
died within five minutes of their arrival. One was 
brought into the admitting room in profound shock and 
died while receiving a blood transfusion and while 
preparation was being made in the operating room for 
immediate surgical treatment. Another was found to 
have generalized peritonitis, although she was operated 
on promptly. The fifth patient died because of massive 
cerebral apoplexy. At autopsy she was found to have 
a six month intrauterine pregnancy with an old unrup- 
tured noninfected tubal cyesis. 

There were 6 preventable deaths. One patient 
remained in the admitting room for one hour and forty- 
five minutes without receiving blood or being treated 
surgically. Another died of shock while enroute to 
the operating room five hours after admission, although 
the admitting diagnosis was correct. She received only 
infusions, as blood was not available. A third died 
during the night ten hours after hospital entry because 
of inaccurate diagnosis. Death of the fourth, also due 
to hemorrhage, occurred after two days of hospitaliza- 
tion with repeated transfusions. The fifth patient was 
operated on and died three days later of pneumonia, 
for which she was inadequately treated. Death of the 
last patient was attributable to obstruction of the sig- 
moid colon on the twentieth postoperative day. 

With these data taken into consideration the cor- 
rected mortality would be 1.3 per cent. Of the emer- 
gency patients it is important to point out that very 
few had sought medical advice. Their dire state at the 
time of admission must be blamed on procrastination, 
as one would expect of patients who are eligible for 
admittance to a strictly charity hospital. 


CONCLUSIONS 

One thousand and fifty-nine cases of proved ectopic 
pregnancy, excluding the abdominal type, have been 
managed at the Charity Hospital of Louisiana at New 
Orleans since Jan. 1, 1906. Four hundred and forty- 
six white and 613 Negro patients constitute the series, 
the incidence being higher in the Negro race. 

The majority of cases in the Negro group occurred 
between the ages of 21 and 30 years, whereas for 
the white group the greatest incidence was in the 26 
to 35 age range. The white age limits were 16 and 42, 
while for the Negroes they were 15 and 48. 

Only 17.3 per cent of the patients during the last 
decade had not been previously pregnant. Three and 
four-tenths per cent of the patients had undergone 
proved previous ectopic pregnancies. 

Of 750 instances with recorded tubal location 60.1 
per cent were on the right and 39.9-per cent were on 
the left. 

The chief complaint was pain, pain and bleeding or 
bleeding in 97 per cent of the cases. Even unruptured 
and unaborted tubal pregnancies in this series pre- 
sented abnormal uterine bleeding in the majority of 
instances. 

Although ectopic cyesis can lead to rapid death, in 
the majority of cases abnormalities are observed for 
many days. 

The clinical picture of tubal pregnancy is so typical 
in many cases that diagnosis is easily made. In others 
a carefully obtained history and thorough examination 
of the patient are necessary to prevent diagnostic errors. 
Puncture of the cul-de-sac, hematocrit determinations, 
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hormonal tests for pregnancy, blood studies and other 
procedures must be regarded in the role of aids in 
diagnosis subject to intelligent interpretation. In cer- 
tain cases colpocentesis is of great value. 

In our institution the residency system, a revision 
of the visiting staff and the adequate administration of 
yo have greatly reduced the mortality of this con- 

ition. 

Working with strictly charity patients at the South’s 
largest hospital causes us to appreciate that education 
of the laity regarding early and adequate prenatal care 
will undoubtedly further reduce the mortality and mor- 
bidity figures of ectopic gestation. 


ABSTRACT OF DISCUSSION 


Dr. T. J. Writrams, University, Va.: Dr. Beacham’s figures 
confirm the importance of the triad of symptoms of tubal 
pregnancy: abnormal menstruation, abdominal pain and slight 
vaginal bleeding. The diagnostic accuracy of 82 per cent is 
an excellent record. These figures on diagnostic accuracy, 
however, present only one side of the picture and do not show 
those instances in which extrauterine pregnancy was diagnosed 
and not found. Obviously on this basis a 100 per cent accuracy 
could be obtained by diagnosing extrauterine pregnancy in every 
gynecologic patient befere operation. It is surprising that 
myomas accounted for the highest number of incorrect pre- 
operative diagnoses. In our experience salpingo-oophoritis and 
abortions have been most frequently confused with ectopic 
pregnancy. We agree with the essayist that patients under 
observation or treatment for abortions should have careful pelvic 
examinations done under aseptic precautions to rule out ectopic 
pregnancy. The possibility of extrauterine pregnancy must be 
constantly borne in mind. We consider every early abortion 
as a possible ectopic pregnancy until a pelvic examination has 
been done or the product of conception has been passed. A 
decidual cast which may be passed must not be confused with 
placental tissue. The presence of decidua and an absence of 
chorionic villi on microscopic examination of the tissue which 
has been passed would establish the diagnosis of ectopic preg- 
nancy. Cul-de-sac aspiration or posterior colpotomy are helpful 
procedures in distinguishing between blood and inflammatory 
exudates in the cul-de-sac. This, however, is not necessary in 
the majority of cases of extrauterine pregnancy. It is perhaps 
unusual that it was found necessary to remove the uterus in 
about 16 per cent of the last 373 cases of operation for tubal 
pregnancy, but, as the essayist has mentioned, the extent of 
the operative procedures must be governed by the condition of 
the patient and the amount of blood loss. Dr. Beacham’s analy- 
sis points out the importance of the replacement of blood loss 
as a significant factor in the reduction of mortality in obstetric 
and surgical conditions associated with hemorrhage. The mor- 
tality of 2.89 per cent in the 381 cases during the last nine 
years, in comparison with the mortality of 12.8 per cent in 
490 cases during the previous fifteen years, is a dramatic 
improvement. While other factors such as early diagnosis, early 
operation, improved anesthesia, chemotherapy and antibiotics 
have played their part in the improved mortality figures, I dare 
say that the most significant factor has been the adequate 
replacement of blood loss. 

Dr. CHartes A. BenNey, Philadelphia: In our series the 
percentage of accurate diagnoses was only 61.3 per cent as 
compared to 82 per cent accurate preoperative diagnoses in Dr. 
Beacham’s series. In our series from the University Hospital, 
disease of the opposite adnexa, such as salpingitis, perisalpingitis, 
pyosalpinx, hydrosalpinx or hematosalpinx, occurred in only 22 
per cent. Assuredly there must be some other factor in the 
causation of this disease. Since tubal pregnancy is normal in 
lower animals, it occurred to us that perhaps a reversal to the 
lower forms, manifested by infantile uteri or acute anteflexion 
of the uterus, might explain some of these cases. With this in 
mind, we investigated the frequency of anteflexion of the uterus 
and delayed onset of menstruation. Anteflexion of the uterus 
was reported present in 76 per cent of our series, and menstrua- 
tion was established later than the fourteenth year in 32 per 
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cent of the patients. So far as the ages of the patients and 
previous pregnancies are concerned, Dr. Beacham’s statistics 
coincide with ours. In this report, 60 per cent of the lesions 
occurred in the right tube. In the University series, 53 per cent 
occurred in the right tube and 46 per cent in the left. The 
patients with combined intrauterine and extrauterine pregnancy 
are of great interest, as are those in whom both tubes were 
involved coincidentally. I subscribe heartily to Dr. Beacham’s 
diagnostic procedures. A careful history and accurate pelvic 
examination are of utmost importance. When doubt as to the 
findings exists, puncture of the cul-de-sac with the needle and 
colpotomy are the diagnostic procedures of the greatest value. 
If blood is not discovered in the cul-de-sac, the adnexa can 
be inspected through the colpotomy wound, and sometimes 
hemorrhage may be arrested through this approach without 
resort to laparotomy. Extrauterine pregnancy can be divided 
into three categories: urgent, nonurgent and obscure. In the 
urgent cases the condition is easily recognized. The nonurgent 
cases are those in which the symptoms may simulate other acute 
pelvic diseases. It is better in these instances to delay operation 
until every pertinent test can be made. In the obscure group 
are the patients who have missed three or more periods, in whom 
the primary condition of extrauterine pregnancy has been fol- 
lowed by secondary abdominopelvic pathologic changes, fre- 
quently resulting in extragenital symptoms which lead to 
hospitalization. The signs and symptoms of the original lesion 
are never recognized at the onset, and they are subsequently 
masked by the secondary pathologic changes. May I refer to 
Polak’s warning against multiple operations, especially in the 
presence of intraperitoneal hemorrhage. When operating for 
extrauterine pregnancy close the abdomen as soon as the 
bleeding has been arrested. 


Dr. CHESTER M. Ecuo ts, Milwaukee: Being older than most 
of you, I can recall vividly an episode which occurred in this 
section forty years ago this month—that is, in June 1907. At 
that time the late Dr. Hunter Robb startled the members of 
our section by advising us never to operate for ruptured ectopic 
pregnancy while the patient is in the acute hemorrhagic stage 
of shock. His advice was based on extensive experimentation 
with animals. He had done a laparotomy on 30 bitches, and 
deliberately severed the ovarian arteries, then sewed up the 
abdominal incision and waited to see what would happen. Not 
one of the animals died of hemorrhage. Hence his advice to 
wait for the shock stage to pass before operating for ruptured 
tubal pregnancy. Not since the days of Lawson Tate had there 
been any advice or proposal so revolutionary in the management 
of ectopic pregnancy. Within the next few years doctors 
throughout the land began to learn that women with ruptured 
tubes not only can but sometimes do bleed to death. In a 
paper which I read before this section in 1934 on ectopic preg- 
nancy, I ventured the prediction that the time would probably 
never come when more than 70 to 80 per cent of correct diag- 
noses would be made before operation. In New Orleans, as you 
have just heard from Dr. Beacham, they have somewhat 
exceeded that figure, and I want to compliment them on doing 
so; but for obvious reasons there is not likely to be much 
improvement over the figures just heard, because the pathologic 
changes involved are so varied that the symptoms must likewise 
be varied, and it is difficult to lay down any hard and fast rules 
for diagnosis. To date I have had in my private practice one 
hundred and twenty-three operations for ectopic pregnancy, 
without a death. But with all that experience I missed the 
diagnosis in my last 2 cases. Maybe it was because the patients 


_ were unmarried women. But that is a poor alibi. 


Dr. Irvine F. Stein, Chicago: I wish to emphasize the 
point made by the essayist that the early diagnosis of unrup- 
tured ectopic pregnancy is extremely important. Any method 
which will facilitate the early diagnosis of this condition should 
be utilized. For a number of years, I have used gynecography 
in gynecologic diagnosis and in selected cases of ectopic preg- 
nancy have successfully employed this method. In differentiating 
intrauterine pregnancy with the symptoms of threatened abor- 
tion, corpus luteum cyst and unruptured tubal pregnancy, 
gynecography serves as a valuable diagnostic aid. It is a 
simple and safe diagnostic procedure. 
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Dr. B. BERNARD WEINSTEIN, New Orleans: I should like 
to commend Dr. Beacham on his fine presentation and underscore 
his plea for conservativism in the salvage of the ovaries. I 
should like to enter a plea for the possible salvage of an occa- 
sional tube. Some of these are tubal abortions. We see much 
blood; we are all in too much of a hurry, sometimes, to remove 
the tube on the involved side. With good anesthesia, good 
preoperative preparation, with blood banks available and blood 
in use, there is no need for the great hurry which once charac- 
terized this procedure, and we can take an extra few minutes 
to inspect these tubes carefully. Every now and then there is 
one that can be salvaged. We have had two in the past three 
years. We were able to secure the bleeding points and reach 
to the tubes. This was done because the atient had the other 
tube out in 1 case for a previous inflammatory disease, and in 
the other for a previous ectopotomy for tubal pregnancy. These 
patients have been followed. Tubal insufflation was done a 
month later. These women have good tubes, and in 1 case 
a pregnancy. I do not mean to say that this should be a 
routine thing. I heartily subscribe to the fact that the tube in 
the vast majority of instances must be removed. But every 
now and then, if we are not in too much of a hurry, we can 
salvage not only the ovaries but an occasional tube. 


SURGICAL TREATMENT OF CANCER OF THE 
RECTUM AND RECTOSIGMOID 


FRED W. RANKIN, M.D. 
and 


COLEMAN C. JOHNSTON, M.D. 
Lexington, Ky. 


Cancer of the rectum is an easily diagnosed lesion 
which when extirpated radically by surgical methods 
has a most favorable prognosis. While there is small 
difference of opinion that radical surgery is the method 
of choice in its treatment, the rediscovery of the “pull 
through operation” has in recent years created a certain 
amount of controversy as to the type of procedure most 
acceptable in the majority of cases. A cursory survey 
of the literature of a quarter of a century ago would 
have revealed to the most ardent enthusiast for the 
sphincter-saving type of operation a paucity of data on 
favorable end results of such attacks. 

In this day and generation of intense haste and 
progress in the many fields of scientific endeavor, one 
is often prone to rationalize more than is justified, in 
order to keep pace with rapidly moving trends. New 
methods are devised from old ideas which have lain 
dormant for years, while others which have been dis- 
carded because of inadequacy or outmoded by more 
practical developments are now being revived. 

Certainly the milestones of progress in the treat- 
ment of cancer of the rectum and sigmoid colon, begin- 
ning as long ago as 1826 and labeled with the name 
of the Frenchman Lisfranc, have created an interesting 
vista of experience on which to look back. As one 
reaches the horizon of present day surgery of the lower 
bowel, one finally views the work of Miles as the 
greatest contribution in this field of surgery which has 
yet been made. The combined abdominoperineal resec- 
tion of the rectum as developed by him has yet to be 
improved on by any surgeon of this day.’ 


Read before the Section on Surgery, General and Abdominal, at the 
Ninety-Sixth qpeeal Session of the American Medical Association, 
Atlantic City, N. 11, 1947. 

Ww. Method of Performing Abdominal-Perineal 

r Carcinoma of the Rectum and of the Terminal Portion of 
the Pelvic °2:1812, 1908. 
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Since Miles’s epic publication there have been 
innumerable surgeons both great and small who have 
tried to develop many procedures for the preservation 
of the anal sphincter in the treatment of cancer of the 
rectum. In the light of the recent anatomic studies 
of the lymphatics of the perirectal and pelvic tissues 
carried on by David and Gilchrist ? and again by Coller 
and Ransom,’ there seems little justification for this 
effort. Furthermore, there has been to date no reported 
series of five to ten year cures of cancer of the rectum 
with preservation of the anal sphincter which can com- 
pare with the results achieved by the Miles operation. 

In the light of the extensive and painstaking work 
of David and Gilchrist, who have studied an average 
of fifty-five glands per specimen in 200 resections, our 
routine pathologic studies in most instances seem rather 
inadequate. They do, however, lend additional evi- 
dence to the thesis that the presence or absence of 
glandular involvement exerts a profound influence on 
prognosis. It is the best yardstick in determining prog- 
nosis. It shows that longevity is in direct proportion 
to glandular involvement. This, in turn, is entirely 
dependent on the grade of the growth. In short, the 
lower the grade of the lesion, the later metastasis will 
occur. In contrast to this, the higher the grade, the 
earlier extension will take place. These observations 
emphasize the fundamental importance of as radical an 
operation as possible with as widespread a removal of 
gland-bearing tissue—a basic surgical principle. 

The bitter cry against the abdominal anus as pointed 
out by Pfeiffer‘ is raised by “those who do not have 
them and do not need them to remain alive.” Again, 
he observed that “of course, the uncontrollable perineal 
colostomy is infinitely inferior to the abdominal anus 
in all respects except sentimental nonsense.” With 
this thesis the great majority of surgeons who have had 
wide experience in this field are in hearty accord. By 
contrast one finds a few men in this country and abroad 
who persist in trying to stem the tide of current thought 
by expending great effort to maintain the anal sphincter 
or condone the tragic incapacity of an incompetent 
perineal colostomy. 

The secret of proper adjustment to an abdominal 
colostomy is the realization that this is the safest and 
best method of insuring longevity. The surgeon who 
is a staunch advocate of the combined operation as the 
best possible means for saving the life of his patient 
will not belie the confidence of his patient in a faltering 
dissertation on the pros and cons of an abdominal anus 
versus perineal colostomy or the doubtful possibility 
of retaining the use of the anal sphincter. It is this 
uncertainty that a colostomy is essential which leads to 
hesitation, dissatisfaction and maladjustment. 

We have with persistent interest followed the course 
of our patients who now wear a colostomy. To each 
one the necessity of the procedure is carefully explained 
prior to operation, and thereafter the routine colostomy 
care is quickly made a part of the patient’s responsi- 
bility. Firm but patient gentle instruction and kindly 
encouragement do much to hasten the psychic readjust- 
ment of even the highly emotional and unstable patient. 
We have had no psychoses or suicides which have 
resulted from the inability to adjust to wearing a 
colostomy. 


4 David and Gilchrist: Personal communication to the authors. 
3. Coller, F. A., and Ransom, H. K.: The One Rew Procedure of 
the Treatment of Carcinoma of the Rectum, Tr. * a. A. 5&4: 163, 1936. 
eiffer, D. B., in discussion on Hor ‘dey i ae ty Resection of Recto- 
sigmoid and Upper Rectum for Cancer with End-to-End Union, Surg., 
Gynec. & Obst. 64: 313, 1937. 
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CHOICE OF OPERATION 

I. Combined abdominoperineal, one stage, Miles. 

II. Colostomy and perineal resection, Mummery. 

III. Local resection without colostomy, Harrison-Cripps, 
Quénu, Tuttle, etc. 

IV. Operation preserving the sphincteric mechanism. 


I. Combined Abdominoperineal Operation, One 
Stage—The operation of choice, we believe, for can- 
cer of the rectum is the Miles combined abdomino- 
perineal resection in one stage. This operation has 
many advantages: 


1. It permits ligation of the blood supply to the 
rectum before the pelvic dissection is carried out. 

2. It permits a widespread removal of gland-bearing 
tissues in all zones of spread, particularly the upward 
zone of spread into the mesentery of the sigmoid. It 
is futile to argue that because there are few recur- 
rences in the downward and lateral zones of spread 
one may practically ignore them in selecting an opera- 
tion for cancer of the rectum. Only this year I have 
seen 2 cases of recurrence in the posterior vaginal wall 
following the radical combined operation; 1 which was 
handled by me and the other by a colleague of mine, 
three and four years ago, respectively. This downward 
spread is corroborated in a recent article by David and 
Gilchrist, who reported in their series 7 cases in which 
the metastatic glands were found below the primary 
growth, the involved glands being found as much as 
5 cm. distal to the margin of the tumor. 

It is essential that any operation for cancer which 
lies in juxtaposition to the levator ani be radical enough 
to remove the levator ani and the fat and glands in the 
ischiorectal fossa. 

3. Statistical studies up to now have indicated with- 
out exception that the Miles operation gives a higher 
percentage of three and five year cures and of free- 
dom of recurrence than any other type of procedure 
available. 

4. While the operation bears the inconvenience of a 
colostomy, it should be emphasized that a colostomy 
is not a stigma but an inconvenience. A colostomy 
definitely does not entail social ostracism or profes- 
sional incapacity. It may limit activities, true, but 
only that. 

With the steady improvement in preoperative prepa- 
ration, in anesthesia and postoperative care, more and 
more patients, including the elderly, the feeble and 
the depleted, are being submitted to the radical resec- 
tion in one stage with a lower mortality and higher 
curability rate. 

II. Colostomy and Posterior Resection (Mummery). 
—This operation is a useful procedure in certain desic- 
cated, devitalized and depleted patients on whom one 
hesitates to do the Miles operation. It is a more con- 
servative procedure which does not allow the radical 
removal of the large portion of mesentery and, in 
addition, is divided into two stages. Its utility is. 


‘steadily decreasing and in the past few years only an 


occasional patient has been submitted to this type of 
procedure in our service. 

Ill. Local Resection Without Colostomy (Harrison- 
Cripps, Quénu, Tuttle, etc.). Local resection without 
colostomy in the form of such procedure as devised by 
Harrison-Cripps, Quénu, Tuttle and others is useful in 
a limited group of cases. These operations, however, 
have a definite place, small though it may be, in the 
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IV. Sphincter-Saving Procedures.—Without personal 
experience with the “pull through operation” but with a 
knowledge of the meager literature on long time cures 
following its employment, I find small opportunity for 
its consideration at all if the growth is below the 
peritoneal fold. The difficulty in standardizing a 
nomenclature for the rectosigmoid juncture leads to 
confusion, but any sphincter-saving operation for a 
cancer below the peritoneum certainly is excessively 
vulnerable. When the cancer is entirely intraperitoneal 
but low down—say within 2 inches (5.1 cm.) of the 
peritoneal fold, an anastomosis, open or closed or by 
David's obstructive method, can be employed in favora- 
ble cases with satisfaction. But it is an entirely differ- 
ent consideration when one attempts to anastomose 
the bowel for a carcinoma within 3 inches (7.6 cm.) 
of the sphincter muscle. 

The technical procedure of sewing together two 
pieces of bowel low in the pelvis is not a difficult thing 
for a skilled operator, but it is certainly not a triumph 
to make an anastomosis and save mesentery which 
contains involved glands. Sentiment for the sphincter 
muscle is hardly a logical reason for selecting an 
operation. The true measure of a procedure is the 
longevity curve. The recognition that vital organs and 
mechanisms must be sacrificed in an operation to eradi- 
cate cancer is not new. Operations on the breast, jaw, 
tongue and in many other locations are frequently 
mutilating procedures, but the necessity of their employ- 
ment has long since been established. Why should 
a different principle be applied to cancer of the rectum? 


PREOPERATIVE AND POSTOPERATIVE CARE 


Among. the important strides which have been made 
in the past two or three decades is the development of 
a more profound insight into the physiologic reserve 
of the patient about to be operated on. This feature 
alone has done more to prevent postoperative compli- 
cations and to reduce the operative mortality than any 
other single development including advances in technics. 
One cannot overemphasize the importance of a careful 
and thorough preoperative study and preparation of 
patients with cancer of the large bowel. Too often 
such a lesion, though subtle and insidious in its develop- 
ment, will cause a slowly progressive but pronounced 
anemia and protein deficiency. Continuous though 
small serum loss from the ulcerative lesion not infre- 
quently leads to subclinical hypoproteinemia not always 
manifested by the serum protein evaluation. Mild to 
moderate vitamin deficiency is the rule rather than the 
exception, while dehydration of varying degree is not 
uncommon. 

In order to determine individual requirements and 
correct existing deficiencies these patients are admitted 
to the hospital five to six days prior to operation. The 
routine examinations of blood and urine are made, in 
addition to which values for blood protein and non- 
protein nitrogen are determined. Blood protein levels 
are raised to 6.5 Gm. per hundred cubic centimeters. 
Nitrogen, caloric and electrolytic balance is established. 
Transfusions are used to combat the existing anemia. 
A fluid intake up to between 3,000 and 4,000 cc. is 
encouraged for each twenty-four hour period, and a 
high value polyvitamin preparation is given with each 
meal. Twice daily the bowel is irrigated with copious 
washings of isotonic solution of sodium chloride until 
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the returns are clear. The day prior to operation the 
irrigation is carried out in the morning only and 
the bowel is put at rest with three doses of camphorated 
opium tincture, 2 drachms (8 cc.) given at four hour 
intervals. In the group of patients reported in this 
series the sulfonamide drugs were not administered 
preoperatively. They are being used now, as we believe 
them’ to be a valuable addition to the preoperative 
preparation. Immediately after operation a transfusion 
of 500 cc. of whole blood is given routinely. There- 
after, fluid, nitrogen, electrolytic and vitamin balance 
is maintained by parenteral administration of fluids, 
which include dextrose, plasma, isotonic solution of 
sodium chloride and vitamin concentrates. Penicillin 
was not available during the time that the reported 
series was accumulated, but now it is being used 
routinely for the first five days postoperatively. The 
colostomy clamp is removed on the second postopera- 
tive day, and as soon as healing is sufficient routine 
colostomy care is begun. 


STATISTICAL STUDY OF A_ SERIES OF CASES 


During a period of seven years, from 1934 to 1941, 
336 patients suffering with cancer of the rectum and 
rectosigmoid were studied. Of this group 310 were 


TABLE 1.—Operations for Cancer of the Rectum and 
Rectosigmoid 


Cases Deaths Mortality, % 

One stage combined abdominoperineal 

Colostomy and posterior resection..... 56 9 16.0 
Posterior resection without colostomy 1 aU 0 
Two stage resection (Rankin).......... 9 2 22.2 
Exploration alone 19 3 26.3 
Exploration with colostomy............ 4 17 31.5 
Ceeostomy (acute obstruction due to 

4 4 1.0 
233 resections, 167 one stage combined abdominoperi- 


subjected to operation, while for 26 it was felt that an 
operation was contraindicated. Of this entire group, 
in 167 patients the abdominoperineal resection of the 
rectum in one stage was performed with a mortality of 
5.3 per cent. The two stage combined opération was 
utilized in 9 cases, while in 56 the colostomy and 
posterior resection were done. In 19 patients explora- 
tion revealed that no further procedure was indicated, 
whereas exploration and colostomy were done on 54 
patients. In 1 patient a local excision was done, and 
in 4 cecostomy for obstruction. 

Of this series of patients 212 were males and 124 
females. Fourteen of the men were found to have 
inoperable cancer in contrast to 16 of the women, while 
one hundred and ninety-eight and one hundred and 
eight operations, respectively, were done in the two 
groups. 

Of the entire group of patients 233 were amenable 
to resection of the lesion, giving a resectability rate of 
75.1 per cent. The one stage combined abdomino- 
perineal resection of the rectum was applicable to 
167 patients, or 71.7 per cent of the group. 

It should be noted that in 73 patients glandular 
metastasis was found to have already developed, 
whereas in 89 patients no glandular involvement was 
found. Of the 73 patients with glandular metastasis 
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27.3 per cent lived five years or longer while 10.9 per 
cent were alive and well under five years. In the group 
of 89 patients who were found to have no glandular 
involvement, 43.8 per cent survived the five year period 
while 24.7 per cent were living under five years. Over 
61.6 per cent of those patients with glandular involve- 
ment died within the first five years following opera- 
tion, while only 30.3 per cent of those without 
metastasis to the regional nodes succumbed during this 
period. The five year survival rate is 52.4 per cent. 


MORTALITY 

Of the 167 patients subjected to the Miles operation, 
only 9 patients succumbed, and the operative mortality 
was 5.3 per cent. There were also 9 deaths following 
the fifty-six operations of colostomy and _ posterior 
resection, a mortality of 31.5 per cent. The higher 
mortality is, of course, in keeping with what one would 
expect in making every effort to see what could be 
done for the depleted patient harboring the far advanced 
lesion. 
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patients died of peritonitis and in another the immediate 
cause of death was not determined at autopsy. The 
remaining 4 deaths were the result of intestinal obstruc- 
tion which was a complication of peritonitis in 2 cases 
and due to adhesion to the pelvic floor in 2. In 1, an 
omental band adherent to a seam in the pelvic dia- 
phragm constricted the terminal ileum, while in another 
the terminal ileum was obstructed by a second loop of 
small bowel which had become adherent at the same 
place. 

Obstruction low in the small bowel in the patient who 
is receiving only small quantities of fluids by mouth 
for the first three days postoperatively can be an 
insidious process, subtle and, slow to manifest itself in 
a form sufficiently clearcut to warrant reoperation. 
With progress the picture becomes further clouded and 
increasingly difficult to interpret. Needless to say, it 
requires intense fortitude to reoperate in the early post- 
operative days, but certainly this complication must be 
emphasized because of the frequency with which it has 
occurred in this series. 


Tas_e 2.—Pathologic Studies Made on One Hundred and Sixty-Two Patients with Cancer of the Rectum 


With Glandular Involvement Without Glandular Involvement 
2: Living Over Living Under Living Over Living Under 
Five Years Five Years Five Years Five Years 
Grade Patients Total Alive Dead Alive Dead Total Alive - Dead Alive Dead 1946 
Dcteisedibstneceone 6 0 0 0 0 0 6 3 0 1 2 
Duebbesccadawbeceae 61 15 5 1 2 q 46 19 2 13 12 39 
De satialackhssenesss 51 25 5 0 3 17 26 9 1 8 8 25 
44 33 1 3 21 1l 5 0 1 5 17 
18 2 8 45 36 3 23 7 8 
24.6 2.7 10.9 61.6 40.4 3.3 25.8 30.3 4 
Table 3 presents a review of the results of the Miles SUM MARY 


operation performed on 167 patients for carcinoma of 
the rectum and rectosigmoid with a yearly follow-up 
of the survival rate beyond the initial three year period. 
Here again it is evident that the majority of deaths, 
44.5 per cent, occur within the first five years. There- 
fore, one can hardly view with assurance data accumu- 


TaBLE 3.—Combined Abdominoperineal Operations, 
One Stage (Miles) 


Number of Number Number Numberof Hospital Number of 
Operative of of Operative Mortality, Cases 
Cases Males Females Deaths Traced 
167 101 66 9 5.3 162 
Postoperative Follow-Up Patients Percentage 


lated over shorter periods. Of the 167 patients, in only 
5 have we been unable to complete the follow-up to 
date. At this time 85 patients are alive and without 
evidence of recurrence. This represents a_ survival 
rate of 52.4 per cent. 

In this group of 167 combined resections, 2 patients 
succumbed to vascular accident, 1 to a cerebral throm- 
bosis and another to pulmonary embolism. Two 


Down through the years the procedures devised for 
the surgical removal of cancer of the rectum and 
rectosigmoid have been many and varied. Repeated 
efforts have been made to preserve the sphincter mecha- 
nism, and repeatedly they have been discarded because 
of inadequacy. In recent years there has been an 
energetic revival of this effort. 

To strive for the ultimate in postoperative longevity,. 
an extensive surgical removal of the lesion and all 
gland-bearing tissues in the three zones of lymphatic 
spread must be accomplished. With proved retrograde 
metastasis and extension along the levator and muscle 
sheaths one cannot condone less adequate efforts. 

A review of 336 patients with cancer of the rectum 
and rectosigmoid had been presented. A resectability 
rate of 75 per cent is recorded, and in 71.7 per cent of 
those growths resected the Miles operation was found 
to be applicable. In 167 patients the one stage com- 
bined abdominoperineal resection of the rectum was 
performed with 9 postoperative deaths, a mortality of 
5.3 per cent. 

In correlating the pathologic changes noted in the 
resected specimens with the survival of patients oper- 
ated on, it is demonstrated that prognosis is in direct 
ratio to the presence and extent of glandular involve- 
ment and that glandular involvement is likewise in 
direct ratio to the grade of malignancy of the lesion. 
The best yardstick of prognosis is, then, a careful 
pathologic study of the grade of the lesion and the 
extent of glandular involvement by metastatic disease. 
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The mortality rate of 5.3 per cent following the 
Miles operation is satisfactory so long as the range 
of resectability is high—emphasizing again that efforts 
must be directed more forcefully than ever to earlier 
diagnosis of this readily diagnosed condition. 


ABSTRACT OF DISCUSSION 


Dr. Tuomas E. Jones, Cleveland: Early in the twenties 
smaller operations were the vogue because of high mortality 
in major procedures and the struggle to save the sphincter. 
More recently there has been a tendency to determine the type 
of operation according to the grade of lesion and its distance 
within the anus. An earlier study of 103 consecutive cases at 
Cleveland Clinic pointed to invasion of mesenteric fat as impor- 
tant. Later venous involvement was found in 72 per cent and 
glandular involvement in 65 per cent, a significant observation 
when considering anastomosis. Any section, therefore, through 
veins in the neighborhood will favor early recurrence. In a 
recent study 80 per cent of the patients had lesions within 
12 cm. of the anus, and in this location I perform the abdomino- 
perineal operation. The smallest lesion was 5.2 cm. in diameter 
and the largest 71.2 cm. in diameter. Of all the cases glands 
were involved in 59 per cent and the lymph nodes and mesentery 
fat in 65 per cent. An abdominal colostomy is an inconvenience, 
but a patient can be happy and content with one. The surgeon 
must be forceful but sympathetic, encouraging and understand- 
ing in instructing the patient. The patient will then become 
proud and boastful of his special management. The objection 
to the one stage abdominoperineal resection has been the mor- 
tality. This objection has been removed since the mortality 
has dropped from 25 to 5 per cent. In spite of the shortage 
of hospital beds and the necessity of substituting typewritten 
instruction for preoperative hospital carc, I have been gratified 
to note no effect on the mortality. Lowered mortality has been 
due to improvements in preoperative treatment and rehabilitation 
and in anesthesia and to advances in chemotherapy, although 
I have never used intestinal chemotherapy in preparation for 
operation on the colon or rectum. Close observation is necessary 
in early recognition of complications. Elimination of infection 
has contributed much to the good results. Of 137 consecutive 
cases without a mortality, in only 3 was there any infection 
of the abdominal wound. Intestinal obstruction, either mechan- 
ical or due to chemical, traumatic cr bacterial peritonitis, caused 
over half the deaths, and requires painstaking postoperative care 
to lower mortality. In 13 cases of mild obstruction only one 
enterostomy was performed. Without the early use of the 
Miller-Abbott tube many of these cases would have gone on 
to obstruction, which used to cause over half the mortalities. 

Dr. Letanp S. McKittrick, Boston: There are persons 
who have little or no incentive to live. To them, life with a 
colostomy may not be worth while. But most persons have 
a family; they love life, and they do have a real incentive to 
live. A colostomy is not too big a price for them to pay for 
those privileges. Your objective is to do the best cancer opera- 
tion of which you know. If you do your best in any cancer 
which is below, at or just above the peritoneal floor you will 
do, if you can, the combined abdominoperineal operation which 
has been favored by Dr. Rankin and Dr. Jones. We, too, have 
patients in the hospital five to seven days before operation. 
I am sure that our patients would miss something if their prepa- 
ration were done at home. They come to us as strangers. 
Those five to seven days give us an opportunity to come to 
know each patient and his problems, and the patient comes to 
know us. We never discuss the colostomy until the night 
before the operation. Then we sit down and have a careful 
and thorough talk of the whole problem. They know that we 
are doing what we can to help them. Patients understand their 
problem better, and the acceptance of a colostomy under these 
circumstances is not too difficult for the patients. When you 
or I have done a colostomy on a patient, it is our obligation 
to see the patient through the period of rehabilitation, not only 
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in the immediate postoperative period but from time to time 
during the years to come. This has two objectives: It is our 
obligation to that patient, and also it is our obligation to future 
patients, because only by seeing these patients, understanding 
them, talking with them, knowing them, can we have the con- 
viction that we must have if we are to be able to sit down 
and honestly tell patients that the best chance of cure of their 
disease means the loss of their rectum; that means a permanent 
colostomy, and a colostomy is completely compatible with a 
useful and happy life. 


Dr. FRANK H. Laney, Boston: I do not want to join forces 
with every effort to overcome all compromises to a radical 
approach to cancer of the rectum. I feel that we have one 
chance to cure a cancer of the rectum, and that is the first one, 
and that there will be no opportunity to change one’s mind. It. 
is unfortunate that our estimate of colostomy is based largely— 
and particularly the public’s estimate—on knowledge of and 
experience with the palliative colostomy, about which patients 
are inevitably vocal, because they suffer so. It is psychologically 
unfortunate that the persons who have a good working colos- 
tomy are secretive about it, generally, and do not boast about 
it, as would be a good thing if it could be accomplished. I wish 
to leave this, because the speaker, Dr. Rankin, and the discussers 
have so ably defended what I believe in, and that is that a trade 
for the preservation of the sphincter will in ten years be 
offset by a decrease in the five year nonrecurrence rates. Dr. 
Swinton in the Clinic has followed 1,800 autopsies with respect 
to polyps, and in that connection I want to point out two things : 
One is the avoidable abdominal resections in some of the polyps 
in which the microscopic diagnosis is carcinoma. We must 
bear in mind that in 4 per cent of these cases in which autopsies 
were done there were polyps and in 42 per cent the polyps were 
multiple. Also, remember that 25 per cent of the patients who 
have carcinoma have associated polyps, and it is so easy, when 
we make a diagnosis of carcinoma of the rectum, not to go 
further and determine at that time whether or not the patients 
have an additional polyp which could be taken care of at that 
time or at least recognized and watched. The important thing 
I want to bring to you is this—and this is dangerous to say— 
that there is a type of polyp in which the malignancy as reported 
by the pathologist is entirely within the polyp, does not involve 
the base, does not spread onto the mucosa, and I know of some 
of these that are being resec.ed that in our experience probably 
do not need to be. We have removed twenty-two polyps in 
which this pathologic report has been given (and I want to be 
careful to add this) in which there was no spread over the base, 
no ulceration and the malignancy was limited to the body of the 
polyp. These have been followed over a series of years, and 
there have been no recurrences. The polyps with the malig- 
nancy within the body of the polyp and not involving the base 
we believe can be fulgerized and watched, and most of these 
will not require abdominal sequel. I believe that Dr. Rankin 
and the discussers have really done us a service by imposing 
limitation of the operation by preservation of the sphincter, 
which has been so widely publicized. It is unfortunate that it 
is easy to persuade patients to choose this operation, but they 
do not know the price that they may pay. 


His Father Was a Minister.—Oliver Wendell Holmes was 
born in Cambridge, Mass., in 1809. He received his medical 
degree from Harvard: in 1836 and began to practice in Boston. 
Although Holmes never acquired a large practice he was elected 
one of the physicians to the Massachusetts General Hospital, 
and in 1847 was appointed professor of anatomy and physiology 
at Harvard. His most lasting contribution to medicine is his 
essay on “The Contagiousness of Puerperal Fever,” published 
in 1843, which in the words of William Osler, “probably saved 
many more lives than any individual gynecologist.” Other works 
contributing to his literary fame are the “Autocrat of the 
Breakfast Table,” and his novels, notable for their psychological 
insight, of which “Elsie Venner” is probably the best known. 
As the son of a New England minister, it is not surprising 
to find Holmes occupied with problems of theology.—Rosen, 
George, and Caspari-Rosen, Beate: 400 Years of a Doctor's 
Life, New York, Schuman’s, 1947. 
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It is the purpose of this paper to point out the 
technic, indications and end results obtained with 
aspiration biopsy of the vertebral bodies. 

We think that the application of aspiration biopsy in 
the lesions of the spine is of great interest, because 
the vertebral bodies cannot be surgically approached in 
order to diagnose. 

Reviewing the literature, we found only one mention 
of this method of diagnosis, in Robertson and Ball’s 
paper.!. These authors stated that since 1932 they had 
applied this method in 15 patients with various diseases 
of the spine; in 6 of these cases the diagnosis of malig- 


Fig. 1.—Apparatus used in aspiration biopsy. (1) A, sharp point 
employed to fix the instrument. B, exploring needle. C, aspiration needle. 
(2) Showing device for disconnecting the guide from the needle. 


nant tumor could be made. They summarized the 
clinical reports for 6 patients: a myeloma of the twelfth 
dorsal vertebra; Pott’s disease primarily localized in 
the eighth dorsal vertebra, with invasion of the neigh- 
boring vertebrae; osteomyelitis of the sixth dorsal 
vertebra; a case of typhoid spondylitis of the third and 
fourth lumbar vertebrae ; metastases in the sixth cervi- 
cal vertebra and a process of infectious nature of the 
fourth and fifth lumbar vertebrae. The authors stated 
that the procedure is blind and that therefore it is 
difficult to control exactly the location of the needle. 
In their paper they did not describe their technic. 

To introduce a needle into a vertebral body is a 
procedure of some risk when the technic is not exact to 
the detail. 

We wish to convey some considerations to justify 
our opinion that not all the vertebral segments are 
suitable for puncture. 


Address of the invited foreign guest read before the Section on Ortho- 
pedic Surgery at the Ninety-Sixth Annual Session of the American Medical 

Robertson, R. Bail, P.: Destructive Spine Lesions: 
Diaghosi by Needle & Joint Surg. 17: 749-758 (July) 
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PARTS OF SPINE SUITABLE FOR PUNCTURE 

Cervical Part of Spine-—The anterior arch of the 
atlas, the body of the axis and the third cervical 
vertebra are hardly accessible to palpation. Since they 
are deeply placed in connection with the organs of the 
neck, it is advisable to find them by the pharyngeal 
route. The fourth, fifth, sixth and seventh cervical 
vertebrae are accessible laterally. We will explain the 


technic later. This portion of the spine is highly 
accessible to palpation. 


Dorsal Part of the Spine-—The bodies of the dorsal 
vertebrae are in intimate contact with the parietal 
pleuras, with the descending aorta and accompanying 
vein, the esophagus, the thoracic duct, etc. It is easy 
to understand that in an attempt to reach a dorsal 
vertebral body with a needle, in the superior part, the 
large arterial and venous trunks could be injured. Our 
experiences in cadavers causes us to advise against 
vertebral puncture above the ninth dorsal vertebra. 


Lumbar Part of Spine —The three last dorsal verte- 
brae and the lumbar vertebrae are highly accessible to 
aspiration puncture. The pillars of the diaphragm and 
the insertions of the ileopsoas contribute to form a 
muscular layer that isolates the lateral part of the 
vertebral bodies from the neighboring organs. The 
aorta is placed over the anterior part and slightly left 
of the vertebral bodies, the inferior vena cava over the 
anterior right part of the same bodies, advancing a 
little more laterally than the aorta. The distance from 
the skin to the mentioned vessels varies between 9 and 
10 cm. 

The kidneys, placed in the lateral regions, are con- 
nected with the spine from the eleventh dorsal to the 
third lumbar vertebra. It should be pointed out that 
in accordance with our measurements the distance from 
the surface of the skin to the renal pedicle varies 
between 8 and 9 cm. 

TECHNIC 

We shall describe the instruments and the technic of 
aspiration biopsy. We must distinguish the puncture 
of the bodies of the three last dorsal vertebrae and of 
the lumbar vertebrae from the puncture of the four 
last cervical vertebrae. 


Tenth, Eleventh and Twelfth Dorsal Vertebrae and Lumbar 
Spine.—Instruments: We employ two needles: one thin and 
long, the exploring needle, which is used as a stilet, and the 
other thicker and shorter with which the aspiration is per- 
formed, and a guide of direction (fig. 1). The exploring needle 
must be 18 cm. in length and with a diameter of 1 mm., with 
the characteristics of the needles commonly used in lumbar 
punctures, though longer (fig. 1). The second needle is the 
one which we usually employ for aspiration biopsy, but this 
needle is marked on its external face. These marks begin at 
6 cm. from the sharp point and show the penetration in divisions 
of 1 cm. up to the tenth centimeter. To give the needle an exact 
direction we employ a guide that is formed by a metallic ruler 
divided in centimeters; over this ruler slide; a sharp point 
which is employed to fix the instrument on the middle line. 
At one of the ends the guide ruler has a channel 2.5 cm. in 
length, placed at an angle of 125 degrees. The needle will go 
through this channel when aspirating. A simple device allows 
us to disconnect the guide from the needle when this is placed 
in a correct position. Figure 1 shows the device and the 
needles placed in the guide. 

Technic: The patient is placed on an x-ray table, lying on 
his face. The roentgenographic examination is absolutely neces- 
sary to determine the position of the needle accurately. An 
anesthesic wheal on the middle line over the spinous process 
is made with a solution of 0.5 per cent procaine hydrochloride. 
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The puncture must take place 6.5 cm. from the midline, prefer- 
ably to the right side to avoid the inferior vena cava. According 
to our studies in several sections made at different levels of 
the spine, the distance of 6.5 cm. from the midline can be 
considered constant, since ii. all the cases it has been demon- 
strated that it is the most suitable spot for the introduction 
of the needle. When the spot where the needle is going to be 
introduced is chosen, a superficial and deep infiltration of the 


Fig. 2.—Showing guide in place. 


same anesthetic solution is made, and then with the sharp end 
of a tenotome a preliminary puncture of the skin is made in 
order to avoid introduction of the skin into the needle. 

The guide is placed (fig. 2); the channel which is on the 
other end will give the exact angle, that is 35 degrees. It 
is important to insist on this point. Figure 3 shows the guide 
in place with the needle touching the vertebral body. According 
to our investigations, insertion of the needle at this angle 6 or 
7 cm. deep, circumventing the transverse process, brings it 
to the vertebral body. With an inclination of 45 degrees to 
50 degrees, the needle might enter the intervertebral foramen ; 
as the course of the needle is oblique, it must go in diagonally 
and reach the lateral part of the dura without any risk of 
damaging the cord. Only the roots can be punctured, and in 
this case the patient complains of radicular pain, which indicates 
that the direction must be correct. Ii the angle of penetration 
is decreased when the needle is about 7 cm. beneath the skin, 
it does not strike bone. If it went deeper, the renal pedicle 
could be touched; it is 8 or 9 cm. from the skin at the level 
of the second lumbar vertebra. 

The aorta is almost impossible to reach because it is very 
anterior, approximately 9 to 10 cm. from the skin; since the 
inferior vena.cava extends somewhat to the right of the vertebral 
body, its puncture, though remote, may be possible if the needle 
goes in more than 9 cm. and in a direction closely perpendicular 
to the skin; this is a gross error of technic. 

The thin needle is placed inside the other, and the exploring 
puncture is performed with the thin needle, which, being longer, 
extends beyond the thicker needle (fig. 1). The latter at the 
beginning only penetrates into the posterior soft parts. The 
puncture is performed without mandrel. The needle is attached 
to a syringe to allow the aspiration as the needle is going in. 
Whether it has reached some vessel or the rachidian channel 
must be determined. When the guide needle reaches the verte- 
bral body, the mandrel is introduced to make sure that nothing 
has clogged the needle. It is at this moment that antero- 
posterior and lateral roentgenograms are taken. When it has 
been determined by the roentgenograms that the needle is placed 
in the suitable spot, the thick needle is pushed in; when’ it 
touches the vertebral body, the thinner needle and the guide 
are withdrawn. If the vertebral body is soft, one sees how the 
needle penetrates ‘it, and the aspiration is performed and the 
vacuum maintained while the point of the needle is moved 
backward and forward. If on reaching the body there is some 
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difficulty in penetrating it, one may, without losing contact 
with the body, slide the needle 1 or 2 cm. and may find a softer 
zone. If one acts like this and maintains contact with the bone 
obstacle, there is no danger of injuring any important organ. 
Before performing the aspiration it is convenient to pass the 
mandrel through the thick needle to avoid the clogging of this 
needle. 


We think that the insertion of the thin guide needle 
is the best precautionary measure. Any organ reached 
by the thin needle would not suffer, any important 
damage. In case the rachidian channel or a vessel is 
reached, the issuing of blood or cephalorachidian fluid 
would show this and would permit change of direction 
of the puncture. This did not happen in any of our 
cases, 

Alberto Gutierrez * in deseribing in detail the technic 
of the anesthesia of the lumbar sympathetic according 
to Kappis, pointed out the possibility of puncturing 
the aorta or the inferior vena cava; this fact has not 
brought any inconvenience. His opinion was shared 
by other authors. 

Once the aspiration is performed, the needle is 
attached to the syringe and is withdrawn. The material 
obtained is emptied into a test tube with saline solution 
to be examined afterward. 

The puncture may also be performed without the 
guide and the aforementioned technic, but in this case 
experience is required to give the needle the exact 
direction, Since the technic which we have described 
is not difficult, we think it an advisable course to follow. 

Cervical Part of Spine—As we have said, the 
biopsv is performed in the last four cervical vertebrae 


Fig. 3.—Showing guide in ‘ve with the needle touching the vertebral 
body in lumbar part of spine 


for diagnosis. The bodies of the first three vertebrae 
are easily found by the pharyngeal path. Moreover, 
it has been observed that the last four cervical vertebrae 
are the vertebrae of this region most frequently hurt. 

Since the vertebral bodies are smaller than in the 
dorsal and lumbar regions, we do not think it suitable 


2. Gutierrez, A.: Anestesia esplacnica: 
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to reach them posteriorly. We therefore recommend 
the puncture laterally. 

The outjutting course must be followed as a guide. 
As the arteries and nerves of the neck are covered 
by this muscle in its superior part, one never must go 
through it, but remain on the posterior border. 

When the muscle goes downward and_ forward 
toward its inferior insertion, the artery and nerve that 
go down vertically extend past the posterior border of 
the muscle in the base of the neck; for this reason 
we advise that the puncture not be made in front of 
the vertical descending from the posterior border of 
the mastoid. 

The cervical and brachial plexus may be reached 
by the needle without any inconvenience other than 
the pain which the patient feels. 

The esophagus may only be reached if the needle 
goes in very deeply. 

The vessel that may be reached more easily during 
the puncture is the vertebral artery, which, after coming 
out from the subclavian artery, goes upward toward 
the hole in the base of the transverse apophysis of 


Fig. 4.—Showing positions of needles in aspiration in cervical portion 
of spine. Needle 1 is inserted in the right position. 


the sixth cervical vertebra; as the artery goes along the 
channel that is in the remaining apophyses of the 
cervical vertebrae and these apophyses have a dis- 
proportionate size in relation to the bodies—the needle 
when directed toward the body may easily reach the 
vertebral artery; nevertheless, we cannot verify this 
accident in any of our cases. 

Lambret, Razemon and Decoulx, who in 1939 pub- 
lished a monograph on surgery of the sympathetic and 
its infiltrations,’ made an analytic study, very precise, 
of the different technics to reach the neurovegetative 
system. On describing the different ways in which the 
stellar ganglion can be infiltrated, they mentioned the 
organs that may be reached by the needle in its course, 
and they added that the injury of the vessels that “ 
priori’ may appear of great importance is not so in 
practice, and in general the vessels remain free of 
danger. According to these authors, this is shown in 
their numerous personal cases and the great number 
of infiltrations of the stellar ganglion that have been 
performed without complications. 


3. Lambret, O.; Razemon, P., and Decoulx, P.: 
chirurgie du sympathique et de ses infiltrations, Paris, 
Cie, 1939. 
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The penetration of the needle into the rachidian 
channel is impossible because the intervertebral fora- 
mina have an oblique direction from the inside to the 
outside and from the back to the front, and as the 
needle goes in a direction from outside to inside and 
from back to front, it is easy to understand that to go 
into the channel is nearly impossible, as can be seen 
in roentgenograms of the section going through the 
fifth cervical vertebra. To enter into the channel 
the needle must go from the front to the back, going 
through the sternomastoid muscle; the muscle, as has 
heen said, must always be in front of the needle when 
the puncture is correct. 


Technic: Once the lesion is located, the patient is placed 
in lateral decubitus. The posterior border of the sternomastoid 
is palpated and the vertical is drawn from the posterior border 
of the mastoid; a dermic welt is made with procaine hydro- 
chloride. A superficial incision is made with a tenotome and 
the puncture is performed with the same needle. The first 
needle must be attached to a syringe to aspirate (puncture of 
a vessel). The direction of the needle must be from outside 
to inside and slightly from the back to the front, about 3.5 cm. 
It must reach the bone. If blood is aspirated, the needle must 
be carried a little more to the front to escape the obstacle 
offered by the transverse processes (fig. 4). 

When the vertebral bodies are reached, anteroposterior and 
lateral roentgenograms are taken; if the place of the needle 
is accurate, the thick needle is pushed forward, the thin needle 
is withdrawn and aspiration ‘s performed in the usual manner. 


We applied the puncture to diagnosis in 86 cases 
of lesions of the spinal column. The localizations were 
as follows: 


Cases 
Cervical part of SPINE... 
Dorsal part of opitic......cceccscccccccscccccccces 18 

86 


The types of lesion in 68 of these 86 cases are as 
follows: 


Cases 

9 
Unspecific inflammatory 8 

68 


In order to appreciate the results, we made the 
following classifications : 

Positive: Cases in which it was possible to determine accu- 
rately the nature of the lesion (59 cases). 

Satisfactory: Cases in which the study of ciablaiiil material 
permitted establishment of adequate therapy but not of the 
classification of the lesion (10 cases). 

Negative: Cases in which, on account of the lack of material, 
the diagnosis could not be done (6 cases). 

Doubtful: Cases in which the diagnosis could not be made 
because of lack of information (11 cases). 


In several cases the puncture was repeated once or 
twice without serious accident. 

With material aspirated, smears were made and sec- 
tions performed. The microscopic study of the slides 
obtained with both methods gave us satisfactory results. 

The following cases are reported to demonstrate the 
value of this method of diagnosis. 


REPORT OF CASES 
Case 1.—The disease was metastasis of Malpighi’s epithelioma 
to the third lumbar vertebra. The patient, A. A., aged 48, was 
admitted to the hospital Aug. 3, 1939. 
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History—When he was 19 years old the patient got a 
syphilitic primary lesion; he had local treatment and was cured 
after fifteen days. There were no secondary phenomena. Gonor- 
rhea at the age of 20 was cured after a month. When he was 
47 years old he had pulmonary congestion followed by a sero- 
fibrinous pleurisy; a month afterward it turned purulent. He 
was operated on and a fistula remained that discharged period- 
ically. The illness in question began three months later with 
pain in the sacrolumbar part of the spine, extending to the 
right lower limb. The patient was unable to walk and had 
to remain in bed. He was given intravenous injections of 
iodine and salicylate, local heat and three injections of mercury 
and vitamin B. The right lower limb improved; the pain was 
located in the lumbar vertebrae. There remained a certain 
degree of paralysis and muscular atrophy of the right lower 
limb. At the same time the pleural sinus began to discharge. 
Dorsal Decubitus—The patient moved with difficulty. Hypo- 
trophy and hypotonia of the muscles were noted, mainly of 
the lower limbs. There was scoliosis to the left. Pain was 
elicited between the third and fourth lumbar vertebrae. Active 
and passive movements were possible. 
Thorax: An operative scar was observed over the last rib 
on the left. There was a spot from which reddish pus exuded. 
The right lung seemed normal except for rude respiration. 
In the left lung there was solidit:: in the lower third; vocal 


5.—Roentgenograms showing destructive process involving three 
tants of the body of the third lumbar vertebra. 


vibrations were diminished. There was little entrance of air 
in the base. In the upper two thirds there was some rhonchus 
and rude respiration, almost blowing. There was aphonic pec- 
toriloquy in the lower third. In the lower limbs there were 
pronounced hypotonia, paresis and abolition of reflexes. In 
the sacrum region a cutaneous sore was observed. Roentgeno- 
grams (fig. 5) showed a destructive process involving three 
fourths of the body of the third lumbar vertebra. Aspiration 
puncture was performed. 

Pathologic Examination (fig. 6): The tissue obtained in the 
puncture showed abundant neoplastic tissue of the type of 
Malpighi’s epithelioma. The patient died Oct. 22, 1939. 


We think that the presentation of this case is highly 
interesting because the antecedents of the patient were 
not sufficiently clear to indicate clinically the existence 
of a process of a neoplastic nature in the spine. 


Case 2.—The disease was metastasis of a gastric carcinoma 
into the fourth lumbar vertebra. The patient had undergone 
a gastrotomy four years previously with the diagnosis of ulcer, 
a diagnosis that was corrected after the vertebral aspiration 
biopsy. The patient, aged 40, was admitted May 22, 1939, 

History.—When he was 36 years old the patient was operated 
on for gastric ulcer. The pathologic diagnosis of that lesion 
was chronic ulcer, pronounced chronic gastritis and extensive 
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infiltration. After the examination of the gross specimen the 
surgeon thought it a neoplastic degeneration of the ulcer. 

The present illness started with pain in the sacral region 
extending to the sacroiliac joint and right hip. The pain 


AL. 


Fig. 6.—Photomicrograph of metastasis of Malpighi’s epithelioma. 


increased in severity and was still worse on walking. He 
stopped work twenty days before admission and remained in 
bed four days. There was no fever. At the time of examina- 
tion he felt pain in the lumbar spine, sacial region and right 


| 
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Fig. 7. 
lumbar vertebra, with flattening of the body and preservation of the inter- 
vertebral disk. 


Showing lateral destructive lesion of the body of the fourth 


hip. He walked with slow steps. After the illness began he 
noticed that the movements of the spine were limited. Exami- 
nation revealed rigidity of the lumbar portion of the spine, 
with pain on percussion of the fourth lumbar vertebra. 
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Roentgenograms (fig. 7) revealed a lateral destructive lesion 
of the body of the fourth lumbar vertebra with flattening of 
the body and preservation of the intervertebral disk. On June 30 
aspiration biopsy of the fourth lumbar vertebra was done. 

Pathologic Report—In the specimens examined it was clearly 
seen that the tumor mass was formed by epitheliomatous cells, 
cubic and polygonal ones, with evident tendency to mucoid 
secretion and formation of Ringzellen (fig. 8). 


Fig. 8.—Photomicrograph of tumor mass showing cubic and polygonal 
epitheliomatous cells, with tendency toward formation of Ringzelilen. 


Diagnosis —The diagnosis was metastasis of epithelioma with 
mucoid secretion of gastrointestinal origin (stomach). Accord- 
ing to this report the histologic slides were checked again and 
our diagnosis was confirmed. 

Treatment and Course.—July 18, 1939 a plaster jacket was 
applied, with traction on both legs. Roentgenograms of the left 
hip taken July 9 revealed further metastasis. On September 5, 
at the family’s request, the patient was sent bac’: home, where 
he died on arrival. 


Not only is this case highly demonstrative of the 
certainty of the aspiration biopsy, but also as a result 
of the aspiration biopsy a diagnosis suspected by the 
surgeon when the gastrectomy was performed was 
confirmed. 


Case 3.—The disease was metastasis of Malpighi’s epithelioma 
in a patient with pulmonary tuberculosis. The patient, C. C., 
aged 58, was admitted to the hospital on Feb. 14, 1940. 

History.—In 1893 he had some hemoptysis. 
rendered and he recovered. 

Present Illness —At the begin ‘ng of July 1939, he noted 
hemoptysis. Twenty days later, while lying in bed, he felt 
a sudden pain in the right scapula that became severer on 
palpation ; then pain gradually extended to the arm and forearm. 

The patient referred the pain to the bones of these parts. Pain 
grew with time and became severer during the night. At 
admission pain was continuous He also felt pain in the right 
side up to the anterior region of the neck. At the same time 
he began to feel anorexia. He had lost 10 pounds (4.5 Kg.) 
since the beginning of the illness. 

The analyses of sputum performed were positive for the Koch 
bacillus. At the beginning in the roentgenograms there. were 
atelectatic shadows in the base of the left lung and in both 


Treatment was 
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lungs there were calcified nodules. The pain in the arm per- 

sisted; therefore roentgenograms of the dorsolumbar portion of 
the spine were taken. 

At the level of the sixth cervical vertebra a large area of 
destruction of the body and the transverse processes was found. 
It was immediately thought that it was a neoplastic metastasis. 
The possibility of a primary carcinoma of the stomach was 
investigated to allow confirmation. As the patient presented 
dysuria for two months a urologist was consulted who found 
a hypertrophic prostate. He did not find signs of neoplasm of 
the prostate. According to the process, one thought of a neo- 
plasm of the lung. The patient had vomited without effort. The 
liquid vomit preceded by nausea had disappeared. 

Physical Examination—The patient was in fair condition. 
In bed he lay with his head motionless, bending it to the right 
side. Contracture of the right sternomastoid muscle, bending 
of the head to the right side, antalgic rigidity, pain and con- 
tracture of the cervical spine and pain stretching to the left 
shoulder and arm were noted. Presternal and parasternal 
swelling was observed on the level of the fifth, sixth and seventh 
cervical vertebrae. 

A roentgenogram of the lungs on Feb. 17, 1940 revealed 
diffuse infiltration of irregular borders, veiled, that occupied 
all the base of the left lung. There were some cavities in the 
vertex of the same side. A roentgenogram of the cervical part 
of the spine revealed a destructive process of the body of the 
sixth cervical vertebra, flattening of this body and reduction 
of the height of the disks. Aspiration biopsy of the sixth 
cervical vertebra was done. 

Pathologic Report (¥rotis)—Small cellular groups were 
observed, formed by two or more polyhedral cells of epithelial 
aspects with large and clear nuclei, showing atypia, abnormali- 
ties and great nucleoli. 

Conclusion: Carcinomatous cords and alveoli of Malpighi cell 
type were observed with definitely atypical cells and numerous 
abnormalities. 


_ Fig. 9.--Showing destructive lesion of the twelfth dorsal vertebra and 
first lumbar vertebra with preservation of the intervertebral disk. 


Diagnosis : 


The diagnosis was metastasis of Malpighi’s epi- 
thelioma. 


Guinea Pig Inoculation —A guinea pig inoculation was nega- 
tive. 

Treatment and Course-—The cervica. portion of the spine 
was immobilized and roentgen therapy was given. The patient 
died in September. 
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Casr 4.—The disease was myeloma of the fourth cervical 
vertebra. V. M., aged 61, was admitted to the hospital Aug. 
17, 1940. 

History.—One year previously limitation of motion of the 
cervical portion of the spine, especially in the movement of 
flexoextension, was noted. After twenty days the limitation 
was greater, and as he was leaving the physician’s house he 
fainted and fell, knocking his left shoulder against the floor. 


Fig. 10.—Showing chronic inflammatory, tissue with zones of necrosis 
and Tehaneinn formed by epithelial cells, lymphocytes and giant cells of 
Langhans type. 


Immediately the pain increased at the level of the nape and 
ability to move the cervical part of the spine disappeared 
completely. He remained in bed some days but he could not 
sleep. After three months, the pain diminished and the «bility to 
move the cervical portion of the spine reappeared. Four months 
before admission pain recurred suddenly, showing the same 
signs. For two months before admission the cervical part of 
the spine had been bending, and when he entered the hospital 
his chin touched the sternum in permanent posture. 

Condition at Time of Admission—The cervical portion of the 
spine was in hyperflexion, the jaw being in contact with the 
sternum. There was slight cervical scoliosis to the right with 
contracture of the posterior muscles of the neck. Pain was 
felt on percussion on the spinous process. Movements were 
absent. There was a destructive process of the fourth cervical 
vertebra; subluxation in flexion was almost total. 

On August 30 aspiration biopsy of the fourth cervical vertebra 
was done. 

Pathologic Report—Smear: Numerous round cells with the 
aspect of plasma cells were observed. 

Conclusion: It was concluded that there was a tumor mass 
uniformly constituted of round cells of the plasma cell type, 
many of them atypical or with two nuclei. 

Diagnosis: The diagnosis was plasmocytic myeloma. 

Case 5.—The disease was tuberculous spondylitis of multiple 
focuses, seeming a metastatic tumor. The patient, H. R. C., 
aged 32, stated that when he was 20 years old he had a sup- 
purative process of the sternum. There were large scars. This 
process was of an acute beginning, with fever and the forma- 
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tion of an abscess. It was cured in two months; at the same 
time he presented pain and rigidity of the nape. In November 
1939 pain of little intensity appeared in the lumbar region; 
pain increased when he coughed and sneezed. A month later 
pain increased. A physician diagnosed appendicitis, and he was 
operated on. On leaving the bed he was well for a week, but 
the pain appeared after that time. The pais. radiated to the 
right hip, thigh and knee. Rest mitigated the symptoms. 
Roentgen therapy and heat were employed without results. 

A new physician took a roentgenogram of the lumbar part 
of the spine, and according to it a plaster jacket was made. 
Pain was immediately relieved. The temperature went as high 
as 38 C. (100.4 F.). The general aspect was good. When he 
was examined for the first time he had the plaster jacket on, 
so that satisfactory examination of his spine could not be made. 

A roentgenogram (fig. 9) showed a destructive lesion of the 
sixth and twelfth dorsal vertebrae and of the first lumbar 
vertebra. The vertebral bodies were uniformly flattened; the 
intervertebral disks were normal. These lesious led one to 
think that they were of a malignant nature. The Wassermann 
reaction was positive. The sedimentation rate was 60 in the 
first hour and 120 in the second hour. 

Aspiration biopsy of the first lu:nbar vertebra showed chronic 
inflammatory tissue, with zones of necrosis and tubercles that 
were formed by epithelial cells, lymphocytes and some giant cells 
of the Langhans type (fig. 10). 

Guinea pig inoculation was negative. It must be pointed out 
that the material injected was very scarce. 

The diagnosis was tuberculosis. 

The patient was seen several times later. 
in bed and in the plaste jacket. 
excellent and there is no pain. 


He goes on resting 
The general status is 


We think that this case is of great interest because 
it was difficult to confirm a clinical diagnosis. At the 
beginning we thought more of a lesion of spondylitis, 
remembering the process that appeared when the 
patient was 20 years old, and we also thought of the 
possibility of a tumor. 


Fig. 11,--Destructive lesion of inferior third of body of second lumbar 
vertebra. 


The aspiration biopsy allowed us to discard this 
diagnosis, because the tissue obtained was of purely 
inflammatory nature and with the characteristics of the 
lesions of tuberculosis. At any rate, it was an atypical 
case in which the biopsy was highly useful. The slides 
of that case were observed by Professor Ewing, who 
confirmed our diagnosis. 
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CasE 6.—J. 
July 16, 1941. 

Illness at Time of Admission—The onset of his illness was 
three months previously, with pain in the left side of the lumbar 
region. In erect position or in bed he did not feel any pain. 
His general condition on admission was good. It was possible 
to observe, on examination, a slight protrusion of the second 
lumbar vertebra and mild dorsal scoliosis. He complained of 
pain at the second and third lumbar vertebrae. There was 
full range of motion of the spine. 


aged 18, was admitted to the hospital on 


Roentgenograms.—Roentgenograms (fig. 11) revealed at the 
level of the second lumbar vertebra a destructive lesion with 
formation of osteophytes in its upper part. There was slight 
sclerosis of the second vertebral body; the intervertebral disk 
was slightly narrowed. A lateral view (fig. 11) showed a 
destructive lesion of the inferior third of the vertebral body 
with neoformation at the ante.,ior margin. 

Aspiration Biopsy.—Microscopic examination revealed striated 
muscular fibers and necrotic tissue with lymphocytes and cells 
of the fibroblastic or epitheloid type. 

The diagnosis was tuberculosis. 

Bacteriologic examinations were negative. 


The guinea pig 
inoculation was positive for tuberculosis. 
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Although brucellosis was one of the first infectious 
diseases for which Koch's postulates were established, 
specific therapy for this disease has remained in an 
unsatisfactory state. In 1936, Carpenter and Boak ' 
reviewed the therapeutic methods which had been used 
up to that time for human brucellosis and concluded 
that ‘ta successful method for the treatment of brucel- 
losis still awaits development.” Fortunately, this timely 
survey of therapy by these authors appeared just before 
sulfanilamide was introduced for the treatment of bac- 
terial infections. In the decade,that has elapsed since 
sulfanilamide became available, other sulfonamide com- 
pounds and the antibiotics have appeared. This report 
embraces a series of experimental and clinical investi- 
gations on the specific therapy of brucellosis that have 
been carried out during the past ten years in the labora- 
tories and clinics of the University of Minnesota Hos- 
pitals, and the results indicate that there is a more 
satisfactory approach to the treatment of human 
brucellosis. 


EXPERIMENTAL EVALUATION OF THE SULFONAMIDE 
DRUGS AND ANTIBIOTICS AS ANTI- 
BRUCELLA AGENTS 
The fundamental requisite of successful therapy for 
human brucellosis is that treatment should not only 
control the infection but that Brucella should be eradi- 


From the Division of Internal 
Hospitals and Medical School, 

Aided by grants from the United States Public Health Service and 
the Graduate School, University of Minnesota. 

Read before the annual meeting of the Central 
Research, Chicago, Oct. 31, 1947. 

r. James Shaffer is Research Fellow in Chemotherapy under a grant 
from Commercial Solvents Corporation. 

1. Carpenter, C. M., and Boak, R. A:: 
Brucellosis, Medicine 15: 103, 1936, 


Medicine, 


University of 
Minneapolis. 


Minnesota 
Society 


for Clinical 


The Treatment of Human 


BRUCELLOSIS—SPINK ET 


AL. 


1948 


J. A. M 
Feb. 7, 


cated from the tissues. This therapeutic principle has 
has been the basis for seeking out a more satisfactory 
form of specific therapy in this clinic. It became appar- 
ent during the course of the present investigations that 
an experimental method was needed which would per- 
mit the rapid screening of the sulfonamide compounds 
and the antibiotics as potential therapeutic agents for 
human brucellosis. Furthermore, the evaluation of any 
given drug should be based not only on the degree of 
protection against infection atforded by the agent, but 
also on the ability of the drug to eliminate Brucella from 
the tissues and body fluids. While it was known that 
small animals such as mice and guinea pigs could be 
successfully infected with Brucella and the protective 
action of drugs could be evaluated by treating these 
animals, such procedures are time consuming and rela- 
tively expensive. Since Goodpasture and Anderson ? 
had shown that the tissues of chick embryos could 
be infected with Brucella, it appeared that a similar 
technic could be applied to testing the antibrucella 
properties of the sulfonamide compounds and the anti- 
biotics. After many attempts and the utilization of 
several thousand fertilized chicken eggs, a simple and 
rapid method for obtaining reproduceable data has been 
worked out. While this work was in progress, Jones, 
Metzger, Schatz and Waksman* reported that chick 
embryos infected with Brucella could be protected with 
streptomycin. Because the results with infected chick 
embryos parallel the results obtained in human patients, 
the experimental method will be summarized_ briefly. 
A more detailed description will be given elsewhere.‘ 

Fertilized eggs from the same source were used. 
Seven day chick embryos were inoculated via the yolk 
sac with a twenty-four hour broth culture of Brucella 
abortus recently isolated from a human patient. Uni- 
formly lethal infections were established in the infected 
embryos, so that 50 per cent were dead within six days 
after infection and 100 per cent within nine days. 
Viable Brucella organisms were consistently cultured 
from the livers of these infected embryos. Twenty-four 
to seventy-two hours after Brucella cells had been 
inoculated into the yolk sac, the therapeutic agent to 
be evaluated was injected into the sac. In this manner, 
sulfanilamide, sulfapyridine, sulfathiazole, sulfadiazine 
and sulfamerazine were evaluated. Particular atten- 
tion was given to sulfadiazine, since this drug was being 
used in the treatment of human patients. Although all 
the sulfonamide compounds tested prolonged the sur- 
vival rate of infected embryos as compared with non- 
treated infected controls, the treatment failed to 
eradicate viable Brucella organisms from the tissues of 
the majority of the.embryos. Since penicillin afforded 
little or no protection, more extensive observations were 
made with streptomycin. The latter yielded results 
similar to those obtained with sulfadiazine; that is, 
treatment of the embryos prolonged life, but the major- 
ity of sacrificed embryos harbored viable Brucella 
organisms. Of considerable significance was the fact 
that when sulfadiazine and streptomycin were intro- 
duced simultaneously into the yolk sacs of infected 


2. Goodpasture, E. W., and Anderson, L.: The Problem of Infection 
as Presented by Bacterial Invasion of the Chorioallantoic Membrane of 
Chick Embryos, Am. J. Path. 13: 149, 1937. 
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Control of Gram-Negative Bacteria in Experimental Animals by Strepto 
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embryos, not only was the survival rate greater but 
Brucella organisms were absent from the cultures of 
tissues in the majority of the embryos. It has been 
demonstrated repeatedly that the combination of sulfa- 
diazine and streptomycin has a much more effective 
antibrucella action than either drug alone. The results 
of a typical experiment are illustrated in chart 1. The 
important feature in this particular experiment is that 
the livers of only 13 per cent of the embryos contained 
viable Brucella organisms when the combination ws 
employed in treatment, whereas Brucella organisms were 
recovered from 77 per cent treated with streptomycin 
and 92 per cent treated with sodium sulfadiazine. 
When higher doses of each of the drugs were used in 
combination 100 per cent sterilization was obtained. 
While the foregoing results have dealt with infections 
due to Br. abortus, the combination of sulfadiazine and 
streptomycin has been just as effective for infections 
due to Brucella suis and Brucella melitensis. 


SULFONAMIDE COMPOUNDS AND STREPTOMYCIN 

Thirty-five patients with active brucellosis have been 
studied and observed by us, and we have directed 
therapy. Twenty of the patients received oneeof the 
sulfonamide compounds, particularly sulfadiazine; 7 
were treated with streptomycin, while 9 had a combi- 
nation of sulfadiazine and streptomycin administered to 
them. It is to be emphasized that these cases of 
sporadic brucellosis were proved bacteriologically by 
isolation of Brucella organisms from the tissues or 
body fluids. Agglutinins for Brucella were demon- 
strated in the serums of all the patients in titers rang- 
ing from 1 to 80 up to 1 to 5,120. A larger number 
of patients have been treated in this clinic with these 
agents, but in order to provide for a critical clinical 
evaluation only the bacteriologically proved cases were 
selected for analysis in this report. Br. abortus was 
isolated from 33 of the patients and Br. melitensis 
from 2. As is pointed out in tables 1, 2 and 3, many 
of the patients had been ill for several months and 
severe complications were present such as_ subacute 
bacterial endocarditis, spondylitis and encephalitis. 

Sulfonamide Therapy.—Clinical reports which have 
appeared would indicate that patients having acute 
brucellosis with bacteremia have made satisfactory 
response coincident with the administration of one of 
the sulfonamide compounds.’ On the other hand, less 
encouraging results have also been presented.® In 
view of the lack of agreement concerning the value of 
the sulfonamide compounds in human brucellosis, the 
results of therapy in a significant group of patients have 
heen evaluated in this clinic. 

The pertinent clinical data and a summary of the 
therapy are presented in table 1. In the treatment of 
these patients varying dosage schedules were used, but 
the aim of treatment was to administer a total of 6 Gm. 
of a sulfonamide compound a day for approximately 
three weeks. Four of the patients received sulfanil- 
amide, one sulfamerazine and 15 sulfadiazine. Six of 
the patients appeared to have recovered completely after 
the administration of a sulfonamide drug (cases 1, 3, 

5. Blumgart, H. L.: Recovery of a Patient with Undulant Fever 
Treated with Sulfanilamide, J. A. M. A. 1213:521 (Aug. 6) 1938. 
Bartels, E. C.: Sulfanilamide in Undulant Fever, New England J. Med. 
219: 988, 1938. Stern, R. L., and Blake, K. W.: Undulant Fever: 
Its Treatment with Sulfanilamide, J. A. M. A. 110: 1550 (May 7) 1938 


6. Wise, B.: Acute Brucellosis: Clinical, Bacteriologic and Serologic 
Studies of Three Patients, Arch. Int. Med, 72: 346 (Sept.) 1943. 
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5, 6, 10 and 15). It is of interest that 2 of these 
patients had severe spondylitis demonstrable roentgeno- 
logically. Recovery of these patients was undoubtedly 
in part due to rest in bed and immobilization of the 
spine. Two of the patients (cases 4+ and 17) were 
unproved after therapy, but complete recovery occurred 
only after a considerable length of time. Sulfanilamide 
did not alter the course of 1 patient (case 2) who had 
subacute bacterial endocarditis. 

Seven of the patients (cases 7, 8, 12, 13, 16, 18 
and 19) had positive cultures for Brucella after the 
cessation of therapy. In several instances, there was 
temporary improvement in the condition of the patients 
but clinical and bacteriologic relapses occurred after 
treatment. There is every indication that sulfonamide 
therapy did not eradicate Brucella from the tissues in 
well over one third of the patients. Furthermore, 
recovery in some of the remaining patients might well 
have been independent of sulfonamide therapy and 
more directly associated with bed rest. Following the 
observations of others,’ we carried out splenectomy in 
1 patient (case 13) in an attempt to eliminate a possible 
persistent focus of infection. In this particular case 
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Chart 1. -Illustrating comparative results of sulfadiazine and strepto- 
mycin, and a combination of the two, in protecting chick embryos against 
infection with smooth culture of Br. abortus (infecting dose: 364 organ- 
isms.) Note eradication of Brucella from tissues by combination of sulfa- 


diazine and streptomycin as judged by cultures of livers of infected and 
treated embryos. 


such a procedure was without benefit. Multiple cul- 
tures of the spleen remained sterile for Brucella. This 
and other studies on the pathogenesis of brucellosis 
have convinced us that splenectomy in_ brucellosis, 
except in extremely rare cases, 1s just as illogical as 
removing the spleen from patients with chronic relaps- 
ing malaria. 


Streptomycin Therapy—One of the remarkable 
properties of streptomycin is that the in vitro growth 
of all three species of Brucella is inhibited by concen- 
trations of the antibiotic which can be readily attained 
in the blood of human subjects." Live, Sperling and 
Stubbs ® concluded that streptomycin protected experi- 
mentally infected guinea pigs, but in a later report 
Kelly and Henley '® found that streptomycin possessed 
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little value as a therapeutic agent for mice and guinea 
pigs infected with Br. suis. Several investigators have 
reported disappointing results following the treatment of 
human beings with streptomycin.'' However, Finch 
was encouraged over the results obtained in 6 patients, 
although 3 of the 6 patients had demonstrable Brucella 
bacteremia after therapy had been concluded. It is 
of interest that Hewlett and Ernstene '* reported 

case in which Br. abortus was cultured from hile 


TABLE 1.—Summary of Sulfonamide 
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Seven patients, all with infections due to Br. abortus, 
were treated with streptomycin.'* Data pertaining to 
these patients are presented in table 2. The strepto- 
mycin was administered intramuscularly in divided 
doses totaling 2 to 5 Gm. daily. In three instances 
(cases 2, 5 and 7), therapy with streptomycin had to 
be discontinued because of toxic reactions to the drug 
such as fever and dermatitis. In no instance did 
complete recovery follow the administration of strepto- 


Therapy in Twenty Patients with Active Brucellosis 


Case Duration of 
No. Age Sex Disease Complications Bacteriology Treatment Results 

1 tid M 5 mo. Cervical spondylitis Br. abortus from Sulfanilamide—60 Gm Complete reeovery; no 
: blood onee in 13 days; ‘Thomas collar relapse in 6 yr. 

2 36 M 5 mo. Subacute bacterial Br. abortus from Sulfanilamide for 40 days No improvement; died after 
endocarditis blood 8 times prior to hospitalization 8 mo. of illness; Br. abortus 

from vegetations on mitral 
valve 
25 M Smo. Lumbar spondylitis Br. abortus from Sulfanilamide—s4 Gm. Complete recovery; no 
blood once in 16 days; body east relapse in 6 yr. 
and brace 
4 4 M 4 mo. None Br. abortus from Sulfadiazine—109 Gin. Marked improvement; resid- 
blood once 25 days ual weakness; no relapse in 
2% yr. 
}2 M 3 mo. None Br. — from Sulfadiazinee 13.5 Gm. Complete recovery; no 
blood twie in 7 days relapse in 2% yr. 
6 42 F 3 mo. Thyrotonicosis Br. pretend frome Sulfanilamide—46 Gm. Complete recovery; no 
hlood once in 10 days; iodine; relapse in 7 yr. 
thyroidectomy 

7 ‘ M 4 mo. Purulent sinusitis Br. abortus from Sulfadiazine—100 Gm. Temporary improvement; 

blood once in 19 days; drainage of clinical and bacteriologie 
sinus Teiapse 

M 4 mo. None Br. abortus from Sulfadiazine—134 Gm. Temporary improvement; 

blood 3 times in 21 days; 81 Gm. in Clinical relapse; reeovery 
14 days aiter second course of ther- 
apy; no relapse in 3 yr. 

; 6 M 5 mo. Convalescing from Br. abortus from Sulfadiazine—14 Gm. Improvement; dermatitis 
chickenpox at time blood once in 17 days from sulfadiazine; given 
brucellosis reeognized artificial fever therapy 

0 F 7 mo. None Br. abortus from Sulfadiazine—-72 Gm, Complete recovery; no 

blood once in 15 relapse in 2 yr. 

] 7 F 8 mo, None Br. abortus from Sulfadiazine—41 Gm. Slight improvement; 

blood once in 10 days abacteremic 
é 44 M 34g mo. None Br. abortus from Sulfadiazine—4.5 Gin. Improvement; bacteriologie 
blood twice in 17 days relapse 
5 r 4% mo. None Br. abortus from Sulfadiazine—134 Gm. Marked improvement; bae- 
blood 8 times in 28 days teriologie relapse; splenee 
tomy without benefit 
4 F 14 mo. Blurring of vision Br. abortus from “77 lia Gm. No improvement; abacte- 
blood once in 21 ¢ remie 
2 M 1 wk. None Br. abortus from feigatinaiid. 57 Gm. Complete recovery; into 
blood once in 11 days Army 

t mo. None Br. abortus from 35.5 Gm. Improvement; bacteriologic 

blood twice in 18 days; 87 Gm. in relapse after first course; 
15 days Br. abortus from cerebro- 
spinal fluid after second 
course 
17 2s M 4 yr. None Br. abortus from Sulfamerazine—42 Gm. Improvement; drug fever 
blood twice in 11 days and dermatitis from sulfa- 
merazine; residual weakness 
“ 4) M 3 mo None Br. abortus from Sulfadiazine—126 Gm. Temporary improvement 
blood 3 times in 21 days: 68 Gm. in after each course; clinical 
12 days and baeteriologie relapse 
after each course 
2 M 3 days None Br. meletensis from Sulfadiazine—109 Gin, Clinieal and bacteriologie 
blood twice in 21 days; 45 Gm. in relapse after first course; 
7 days clinical relapse after second 
course 
iD 41 F 2 wk. None Br. melitensis from Sulfadiazine—125 Gm. ? Clinieal relapse after first 
blood once 21 days: 42 Gm. in course; complete recovery 
7 days after second course 


obtained by duodenal drainage. After treatment with 
streptomycin, cultures of bile remained sterile and the 
condition of the patient was considerably improved, | 
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mycin. In case 21, Brucella organisms were isolated 
from the blood during therapy, although the in vitro 
growth of this strain was inhibited by 2 micrograms 
per cubic centimeter of streptomycin. The clinical 
course of this patient is depicted in chart 2. It is of 
interest that in this case dermal sensitivity was induced 
by streptomycin and by phenobarbital. Patient 23 
had had chronic brucellosis for twenty-seven months. 
When he was admitted to the hospital he had signs 
and symptoms consistent with the diagnosis of subacute 
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bacterial endocarditis due to Br. abortus with evi- 
dence of involvement of the aortic valve. He was 
given a total of 118 Gm. of streptomycin over a 
period of thirty-one days. Coincident with this there 
was a decline in temperature and clinical improve- 
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by 50,000 micrograms per cubic centimeter of strepto- 
mycin. This resistant culture produced two types of 
colonies on agar plates, a large and a small colony. 
The growth of both colonies, especially the small 
colonies, was stimulated in several tvpes of mediums 


TasLce 2—Summary of Results with Streptomycin in Seven Patients Having Brucellosis 


Case Duration of 

No. Age Sex Disease Complications : 
18* 41 M 3 mo. None 

21 11 F 6 mo. None 

22 24 M 1 mo. None 

33 M 21 yr. Subacute bacterial 

endocarditis 
24 46 M 20 mo. None 
blood 

25 30 M 2 Encephalitis 

26 47 M limo. None 


Bacteriology 
Br. abortus from 
blood 5 times 


Br. abortus from 
blood 5 times 


Br. abortus from 

blood 4 times 

Br. abortus from 

blood 7 times, bone 
marrow onee, urine once 


Br. abortus from 


Br. abortus from 
cerebrospinal twice 
Br. abortus from 
blood twice 


Treatment Results 


21 Gm. in 4 days Clinical and bacteriologie relapse 


18.25 Gm. in 9 days Drug fever from streptomyein; 
bacteremia during and after 
treatinent; gradual improvement 
No improvement; abacteremic 
after treatment 

improvement: Br. abortus from 
blood highly resistant to strep- 
tomycin after treatment; abac- 
teremic after large doses of sulfa- 
diazine; died congestive heart 
tuilure; vegetations aortic valve 
sterile at autopsy 
Improvement; 
dermatitis 
abacteremic 
Improvement; eerebrospinal 
fluid sterile after streptomycin 
Improvement; drug fever and 
dermatitis from streptomyein: 
also given sulfadiazine; clinical 
and bacteriologic relapse 


82 Gm. in 8 days 


118 Gm. in 31 days 


22 Gm. in 6 days drug fever and 


from streptomycin; 
32.7 Gm. in 10 days («.) 
Gm, intratheeally twice) 
26.8 Gm. in 10 days 


* Same as Cuse 18, table 1. 


Tasie 3.—Summary of Nine Patients Having Brucellosis and Treated 


Simultaneously with Streptomycin and Sultadiasine 


Case Duration of 
No Age Sex Disease Complications Bacteriology Treatment Results 
7 45 M Omo, Subacute bacterial Br. abortus from Streptomycin —52 Gm, in Vertigo; complete recovery: 
endocarditis blood 4 times 14 days; sulfadiazine— abacteremic and working 
129 Gm, in 22 days ¥ mo. after treatment 
28 28 9 mo, Radiculoneuritis Br. abortus from Streptomycin Gm. in Complete recovery: no 
eft arm blood onee; bone 15 days; sulfadiazine— relapse ¥Y mo. after treatment 
marrow once 120 Gm. in 22 days 
29 28 M 2 mo. Mesenteric adenitis _ Br. abortus from Streptomycin—22 Gin. in Complete recovery: no 
with disabling right blood onee 8 davs: sulfadiazine— relapse 4 mo. after treatment 
lower quadrant pain 115 Gm. in 20 days 
20 8? M 9 mo. Spondylitis Br. abortus from Streptomyecin—14.5 Gin. Complete recovery: coincident 
blood onee in § days; sulfadiazine— with treatment marked 
142 Gm. in 24 days abatement of back pain 
31 67 M 8 wk. None Br. abortus from Streptomycin—l4 Gm. in Complete recovery 
blood onee days; sulfadiazine— 
124 Gi. in 21 days 
32 25 M 2 mo. None Br. abortus from Streptomyein— Gin. in Apparent complete recovery; 
blood twice 7 days: sulfadiazine— spleen remained palpable 
76 Gin. in 12 days 
33 31 F 2 mo. Rheumatie heart— Br. abortus from Streptomycin—14 Gin. in Apparent complete recovery; 
mitral stenosis blood once 7 days; sulfadiazine— chill, fever on 20th day of 
102 Gm. in 21 days therapy 
34 21 M 1 mo. None Br. abortus from Course 1: streptomycin— Recurrent bacteremia % days 
blood 7 times Is Gm. in 9 days; sulfa- ufter Ist course; apparent 
diazine—58 Gi. in 9 days; complete recovery atter 2d 
course 2: Streptomycin — course 
24 Gm. in 12 days: sulfa- 
diazine—04 Gm. in 18 days 
85 33 M 1 mo. Femoral vein phiebo- Br. abortus from Course 1: streptom yein— No clinical response follow- 
thrombosis; pulmo- blood twice 71 Gin. in 25 days; sulfa- ing emetine; blood sterile 
nary emboli; pleural diazine—204 Gi, in 27 after 6 Gm, streptomyein but 
effusion; pulmonary days; penicillin— 10,100,000 elinical condition much worse: 
edema; amebiasis units in 25 days; course 2¢ fever, tender liver and splee:, 
streptomycin—15.8 Gin. in repeated pulmonary infare- 
5 days; sulfadiazine tion: slow recovery on com- 
28 Gm. in 5 days: penicillin bined chemotherapy plus 
si 6,650,000 units in 19 days oxygen, feeding by gastric 
tube, parenteral fluids, anti- 
cOagulants, thoracenteses; 
residual pleural fibrosis and 
pneumonitis 
ment. However, toward the end of treatment with by the addition of sublethal concentrations of strepto- 


streptomycin, and after therapy had heen discontinued, 
Brucella organisms were isolated from the blood. As 
reported elsewhere,® the original culture isolated from 
this patient’s blood was sensitive in vitro to 1 micro- 
gram per cubic centimeter of streptomycin, whereas the 
growth of the culture obtained from his blood after the 
discontinuance of therapy was not completely inhibited 


mycin. The streptomycin-resistant cultures isolated 
from this patient proved to be rather sensitive to sulfa- 
diazine, and for this reason he was treated with large 
oral doses of sulfadiazine. Coincidentally with therapy 


he became afebrile and blood cultures remained sterile. 
Sut clinical and electrocardiographic evidence was pre- 
sented which indicated the development of severe myo- 
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carditis, and he died suddenly from myocardial failure. 
Postmortem examination revealed a_ bicuspid aortic 
valve with a superimposed vegetation. Cultures of 
this vegetation, heart’s blood, liver, spleen, lymph nodes 
and other tissues did not yield Brucella. The myo- 
cardium showed evidence of a diffuse and severe 


Day of observation .! 3 9) ry 5 9 23 25 2 44 
[Rash] Rash (Phenobarb) | 
Blood culture + 
Aggiutinin titer § | | | | 
c Carbohydrote + an 
Z Protein + | | | + 
Vaccine + 1} + 
Sedimentation rote * 27 1 | [i | 
2 | | | | | 4 | al 
Millimeters per hour ‘Western 
Chart 2.—Demonstrating failure of therapy with streptomycin § in 


. L., a girl aged 11 years, with brucellosis due to Br. abortus (duration 
of illness, six months). Treatment discontinued because of drug fever and 
dermatitis. 


inflammatory reaction. It appeared that Brucella had 
been eradicated from the tissues and blood of this 
patient after intensive treatment with streptomycin and 
sulfadiazine. As a result of the observations made in 
this patient in February 1947 and the investigations 
already under way with the chick embryo technic, it 
was decided to abandon the use of streptomycin alone 
in the treatment of human brucellosis in favor of com- 
bined treatment with streptomycin and_ sulfadiazine. 
The predominating feature in case 25 was encephalitis 
with isolation of Br. abortus from the cerebrospinal 
fluid, but not from the blood. Coincidentally with the 
injection of streptomycin into the subarachnoid space 
the spina! fluid became sterile. 

Combined Sulfadiazine and Streptomycin Therapy. 
—Nine patients with active brucellosis proved bacterio- 
logically have been treated simultaneously with sulfa- 
diazine and streptomycin. Six of the patients had acute 
bruceliosis, while 3 had the chronic form of the disease. 
The illness was considered to be chronic in those per- 
sons who had had manifestations of the infection for 
three months or more. The essential clinical informa- 
tion pertaining to these patients is shown in table 3. 

It is to be noted that the total doses of the two drugs 
used varied from patient to patient. While strepto- 
mycin was administered intramuscularly every six 
hours, the total daily dose was from 2 to 4 Gm. given 
over a period of seven to twenty-five days. With a 
few exceptions, the doses of sulfadiazine given orally 
were 4 Gm. initially and then 1 Gm. every four hours 
for three weeks. As a precaution against renal compli- 
cations from sulfadiazine, the daily fluid balance was 
observed, and alkalinization of the urine was induced 
by administering a total of 16 Gm. of sodium bicarbo- 
nate every twenty-four hours in divided doses. There 
were no complications due to the sulfonamide therapy. 
Streptomycin in a dose of 4 Gm. daily for fourteen days 
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caused a disturbing and persistent vertigo in 1 patient 
(case 27), but aside from this 1 case no toxic effects 
were observed. 

The results of treatment in this group of cases are 
highly encouraging. One patient (case 27) had been 
disabled for nine months. Initial studies revealed evi- 
dence of subacute bacterial endocarditis with involve- 
ment of the aortic valve. The clinical course of this 
patient is presented in chart 3. Br. abortus was 
recovered from the blood four times prior to treatment. 
Although the titer of agglutinins in his serum for 
Brucella was 1 to 2,560, intradermal tests remained 
negative with those Brucella antigens, which usually 
produce a delayed type of reaction. The failure of 
patients with Brucella endocarditis to respond locally 
to Brucella antigen is a feature of this disease that has 
been commented on elsewhere.'® The patient was given 
streptomycin with a total daily dose of 4 Gm., and he 
received 52 Gm. in fourteen days. <A total of 129 Gm. 
of sulfadiazine was administered in twenty-two days. 
It is significant that after treatment and recovery, 
intradermal tests with Brucella antigens gave a delayed 
type of reaction. Except for a residual vertigo, this 
patient has remained well for nine months following 
treatment. Numerous cultures of venous blood have 
been sterile. Three months after the completion of 
treatment a biopsy of his liver was carried out and 
histologic examination did not reveal the presence of 
granulomatous lesions. In other investigations carried 
out in this clinic, these lesions have been observed ta 
every case of proved brucellosis studied in this man- 
ner.'° The aortic murmur decreased considerably in 
intensity. There is every indication that this patient 
has recovered from a heretofore fatal complication of 
brucellosis. 

Another instance of chronic and disabling brucellosis 
was exhibited in case 28. This farm wife was confined 
to bed with fever, chills and radiculoneuritis of the left 


Doy of observation 


5) 23 25 27 29 31 33 35 
wor 
Blood culture + +04 10 To 
ini 
Agglutinin titer | 
| Carbohydrate + | 
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Chart 3.—Illustrating the clinical course of A. M., a man aged 45, 
having subacute bacterial endocarditis due to Br. abortus (duration of 
illness, nine months), and successfully treated with a combination of 
sulfadiazine and streptomycin. 


arm. Prompt recovery followed the combined type of 
treatment with no relapse of her illness during the 
nine months after therapy. Case 29 was of particular 


15. W. W., and Nelson, A. A.: 
Int. Med. 13: 721, 1939. 

16. Hoffbauer, F. W.; Walker, W. W., and Spink, W. W.: Studies on 
the Liver in Human Brucellosis: I. Hepatitis in Active Cases of 
Brucellosis, to be published. 
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clinical interest in that this patient had had recurrent 
attacks of fever, swelling of the peripheral lymph nodes 
and disabling pain in the right lower quadrant of the 
abdomen. The latter manifestation was interpreted as 
being due to mesenteric adenitis. He recovered 
promptly and completely after treatment, with no evi- 
dence of active disease four months later. Patient 30 
had been in a state of ill health for several months. He 
had chills, fever, weakness and severe pain over the 
lumbar region for one month. The pain in the back 
was so great that repeated doses of morphine were 
necessary. Although roentgenologic studies failed to 
establish the diagnosis it was the general opinion that 
he had spondylitis due to Br. abortus. After the com- 
pletion of combined therapy the pain abated entirely, 
and he has had no recurrence of his illness after a lapse 
of four months. Case 33 demonstrated an instance of 
bacteremia due to Br. abortus in a patient who had 
mitral stenosis following an attack of rheumatic fever 
several years previously. The danger of a super- 
imposed Brucella infection on the mitral valve was 
averted by combined therapy. The treatment of 
patient 33 has been of some aid in determining how 
long sulfonamide therapy should be continued after 
the cessation of treatment with streptomycin. He 
received 2 Gm. of streptomycin daily for nine days and 
a total of 58 Gm. of sulfadiazine over the same length 
of time. He appeared to respond to this short course of 
combined treatment, but he relapsed clinically and bac- 
teriologically three days after treatment had been dis- 
continued. A more prolonged course of treatment, 
especially with sulfadiazine, resulted in prompt recovery 
without a subsequent relapse. 

Case 35 represents an unusually severe series of 
complications occurring in a patient with acute brucel- 
losis and demonstrable bacteremia. On entrance to the 
hospital he had chills and fever without definite local- 
izing signs. He had had amebic dysentery in the past, 
and when studied on the present occasion both the 


cysts and vegetative forms of Endamoeba histolytica 


were found in his stools. The diagnosis of amebic 
hepatitis was entertained but adequate therapy with 
emetine was without effect. After the establishment of 
the diagnosis of brucellosis he was given combined 
therapy, but his course was interrupted by the occur- 
rence of multiple pulmonary emboli. The source of 
these emboli was believed to be a phlebothrombosis in 
his leg. Pulmonary edema developed after one episode, 
and then pleural effusion and pulmonary suppuration. 
For these reasons, an intensive program of chemo- 
therapy was instituted, which included the use of peni- 
cillin, heparin and “dicumarol.” He improved slowly 
and there has been no recurrence of brucellosis. 

In summary, the combined use of streptomycin and 
sulfadiazine in the therapy of patients with either acute 
or chronic brucellosis has yielded more satisfactory 
results than has been previously obtained in the Univer- 
sity of Minnesota Hospitals. The results are particu- 
larly encouraging since the treatment was effective in 
complications of brucellosis such as subacute bacterial 
endocarditis and spondylitis. 


COMMENT 
While the combination of streptomycin and sulfadia- 


zine is an effective form of therapy for human bru- 
cellosis, the optimum dosage schedule has not been 
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determined with certainty. Furthermore, it is possible 
that another sulfonamide compound or a combination 
of sulfonamide compounds might be more satisfactory. 
As a result of the foregoing investigations, a total daily 
dose of 2 Gm. of streptomycin given for seven days 
has been suggested, because such an amount appears to 
give the desired results and toxic reactions are less 
likely to occur than if larger doses are used or if strep- 
tomycin is administered over a longer period of time. 
It is apparent that it is necessary to administer sulfadia- 
zine for at least two and preferably three weeks. In 
order to obtain significant and reliable data in a rela- 
tively short period of time, an attempt was made to 
give arbitrary doses of streptomycin and sulfadiazine 
without too much variation. Pulaski and Amspacher ?'° 
gave streptomycin to 17 patients having either acute 
or chronic brucellosis without benefit, but when strepto- 
mycin was combined with sulfadiazine in 2 patients 
having acute brucellosis there was a prompt response. 
Asa result of this observation they recommended a dosé 
of 0.5 Gm. of streptomycin intramuscularly every six 
hours and 1 Gm. of sulfadiazine every four hours for at 
least two weeks. 

It is to be emphasized again that the results of com- 
bined therapy described in this report are based on the 
treatment of patients having brucellosis proved bac- 
teriologically. This criterion of diagnosis was essen- 
tial in dealing with such a variable disease as brucellosis. 
However, in this clinic other patients having a febrile 
illness compatible with the clinical features of brucello- 
sis and a high titer of agglutinins for Brucella have been 
successfully treated. It remains to be seen whether the 
combined therapy will be satisfactory in so-called 
chronic brucellosis, that is, in patients having a vague 
type of illness, sterile blood cultures, absent or a low 
titer of agglutinins and a positive intradermal test with 
Brucella antigen. Thus far, we have been reluctant to 
give streptomycin and sulfadiazine to this group of 
patients, primarily because one is too frequently in doubt 
as to whether active disease is present. 

Although combined therapy with streptomycin and 
sulfadiazine has yielded the most satisfactory results 
to date in this clinic, the intensive investigations on 
other antibiotics going on at the present time may bring 
forth other agents more effective against Brucella than 
streptomycin. 

SUMMARY 


During the past ten years, specific antibrucella ther- 
apy has been investigated at the University of Minne- 
sota Hospitals experimentally and in 35 sporadic cases 
of human brucellosis proved bacteriologically. 

A chick embryo technic being utilized, screening of 
therapeutic agents has been carried out. The combined 
administration of sulfadiazine and streptomycin proved 
to be more effective than either agent alone. A remark- 
able correlation of therapeutic results in infected chick 
embryos and human patients has been observed. 

Nine patients have been treated with a combination 
of sulfadiazine and streptomycin, which has yielded 
more satisfactory results than any other therapy used 
to date. It is recommended for the present that strep- 
tomycin be administered intramuscularly in doses of 
0.5 Gm. every six hours for seven days. Therapy with 
sulfadiazine should be initiated simultaneously with an 
oral dose of 4 Gm. and then 1 Gm. every four hours for 
at least two and preferably three weeks. 
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MARGARINE AND THE GROWTH OF CHILDREN 


HARRY LEICHENGER, M.D. 
GEORGE EISENBERG, M.D. 
and 
ANTON J. CARLSON, Ph.D., M.D. 
Chicago 


This study was undertaken to determine whether 
there is any nutritional difference, as shown by increases 
in height and weight in significantly large groups of 
children, when the source of supplementary table fat 
in their diets is vegetable (margarine) rather than 
animal (butter). 

For a number of years there has been some con- 
troversy ainong nutritionists and other workers in the 
field of fat nutrition regarding the relative merits of 
animal and vegetable fats in the human diet. <A great 
deal of experimentation has been carried out, the labo- 
ratory rat being used, in the main, as the experimental 
animal. 

Little experimental work has been done in fat nutri- 
tion, however, among human subjects. For that reason, 
the present study was decided on. To insure valid 
results, examinations of the 267 children (white) 
included in this study were made for a period of two 
years. 

As early as 1925 Holmes,' in studies carried out on 
human subjects, found that margarine was from 93 to 
97 per cent digestible. Bunker,’ in 1927, stated: 

Beef fat excreted in ihe milk of the cow is no different in 
its origin from beet fat which is retained within the animal, 
although the chemistry of butter fat and oil differ somewhat. 
Each 1s a suitable food. The vegetable oils, also, such as olive 
oil, palm oil, cocoanut oil, peanut oil, cottonseed oil, and others 
are all suitable toodstuffs. The digestibility of the various 
animal and vegetable fats is high. 


Some years later Carlson * stated : 


All the scientific data on the digestibility, 
of the dietary fats show clearly that there is no significant 
difference in digestibility between animal and vegetable fats 
and that the acceptability of those fats in regard to color and 
flavor is a matter of past conditioning of the individual and 
of no other sigimficance in nutrition, 


flavor and color 


Boutwell * and others, after experimental studies on 
rats, concluded : 


1. With sole carbohydrate rats 
showed superior growth when fed butter or lard as compared 
to corn oil, cocoanut oil, cottonseed oil, soybean oil, peanut oil, 
olive oil and hydrogenated cottonseed oil. 2. With a mixture 
of carbohydrates composed of sucrose, starch, dextrose, dextrin 
and lactose in the diet, the average growth response of the 
animals fed vegetable oils was equal to that of the animals 
fed butter and lard. The growth rate on this ration was more 
rapid than when all the carbohydrate was present as lactose. 
3. Properly fortified oleomargarine fats gave growth equal to 
butter fat over a period of six weeks when the above mixture 
of carbohydrates was incorporated in the rations. 


lactose as the 
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Deuel,® on the other hand, found no difference in 
the growth of weanling rats at any time over a twelve 
week period whether they were fed mineralized 
skimmed milk powder, vitamin supplements and but- 
ter, or corn, cottonseed, peanut or soybean oils, or 
margarine. The extent of growth was confirmed at 
three and six weeks by roentgen determinations of 
length of the tibia. Also, the efficiencies of conversion 
of these various fats to body tissue were identical. 
These experiments refute the idea that butter fat 
possesses certain fatty acids not present in other fats, 
which are essential to growth. 

The Council on Foods and N 


vutrition of the Ameri- 
can Medical 


Association © stated: 


It is therefore possible to conclude that at present there is 
no scientific evidence to show that the use of fortified margarine 
in an average adult diet would lead to nutritional difficulties. 
A similar statement is probably justified in the case of growing 
children, but preliminary reports from animal experiments indi- 
cate that more work is necessary before any specific con- 
clusions can be made. 


Graves ‘ stated: 


When pure, all fats are equally availiable for the energy 
needs of the body the shortening powers and keeping 
qualities of [both butter and margarine] are about the same 
and they are equally assimilable. 


Again, Bloor * pointed out: 


Very little need be said about the relative nutritional value 
of fats and hence of availability and distribution for the reason 
that most of the ordinary food fats of both plant and animal 
origin consist mainly of the same few fatty acids—oleic, palmitic 
and stearic—in varying proportions, and it is to he expected 
that they would not differ much in digestibility or in metabolic 
usefulness. 


Recently Deuel® reaffirmed the fact that vitamin- 
fortified margarine has a nutritional value substantially 
equivalent to that of butter. This belief is supported by 
the conclusions of an entirely unprejudiced group, the 
Committee on Public Health Relations of the New 
York Academy of Medicine, which recommended in its 
report of Feb. 1, 1943, that wide publicity, both lay and 
professional, be given to the fact that margarine fortified 
with vitamin A is nutritionally equal to butter. <A 
similar conclusion was reached by the Food and Nutri- 
tion Board of the National Research Council in its 
Reprint and Circular Series No. 118, released in 
August 1943. 

Cowgill concluded: 


Edible fats, the melting points of which are not too high 
to prevent liquefaction in the alimentary tract, are digested 
and absorbed to about the same degree. Such differences as 
have been found are of no practical nutritional significance. 

Natural fats differ with respect to their content of 
the essential unsaturated fatty acids but the amounts needed 
by the organism are so small that these are probably of no 
practical nutritional significance. Natural fats have not been 
found to differ appreciably in their effect on the body’s needs 
for other dietary essentials. In a diet otherwise nutri- 
tionally satisfactory, a vegetable fat such as that contained in 
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a margarine can serve adequately in place of butter fat for 
growth and reproduction, as shown by experiments with eight 
and more successive generations of rats. 


Boer and colleagues “ recently reported on the pres- 
ence of vaccenic acid in summer butter. They stated 
that vaccenic acid has growth-promoting properties in 
rats. Euler and associates,’ however, reported inability 
to demonstrate any growth-promoting factor -peculiar 
to butter. Moreover, the same authors?* in later 
studies “to characterize the physiological influence on 
the rat’s organism of different fats . . . compared the 
growth, the fertility and the longevity of rats, which 
were reared on a fat nutrition, consisting either of but- 
ter or of margarine (fat mixture MW). They con- 
cluded “that the nutritional and physiological value of 
the slightly varying fat mixtures, which we employed 
under the designation of MW and which correspond to 
the margarines manufactured in Sweden during the 
period from October 1943 to November 1946, is in no 
way inferior to the value of butter.” 

Deuel and associates,’* meanwhile, found vegetable 
fats and margarine equal to or better than butter in 
supporting augmented growth in two series of tests 
with rats, based on administration of growth hormone 
from the anterior lobe of the pituitary body. 


PLAN OF STUDY 

Two groups of children were included in the study, 
which covered a period of two years. One group 
received only margarine as the table fat in the diet. 
It was used on bread and vegetables, as well as in the 
making of pastry and in frying. Fortified margarine 
was supplied by a number of the various companies 
now manufacturing the product and was the same as 
that sold to the public. The margarine used was all 
derived from vegetable fats, and contained no fat from 
animal sources. The second group of children used 
only butter for the same purposes. 

The margarine group lived in an institution housing 
130 children ranging in age frony 3 to 16 years. The 
children were half-orphans, for the most part from 
broken homes. They attended the neighborhood schools 
and returned to the institution for lunch. Samplings 
also indicated that the children were served margarine 
on their occasional visits to families outside the insti- 
tution. 

The butter group was in another institution some 
10 miles (16 kilometers) away. It included 125 chil- 
dren ranging in age from 6 to 17 years, who were 
mostly orphans. 

The diet in each institution was carefully supervised 
by trained dietitians and so regulated that 25 to 30 per 
cent of the total calories were supplied by fat. The 
margarine constituted approximately 65 to 70 per cent 
of the total fat calories. 

All of the children in both groups were weighed 
and measured each month under medical supervision. 
A careful check was made from time to time to be sure 
that weights and measurements were accurately deter- 
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mined. Routine red blood cell counts and hemoglobin 
determinations were made on each child after the study 
was started and again one year later. Specialists in 
pediatrics supervised the medical care of all the chil- 
dren. A record was kept of the character and duration 
of all illnesses contracted by the children. 


RESULTS 


At the close of the study more than 200 records were 
available for analysis in the margarine group. Because 
of the turnover in the institution, the period of study 
was not uniform and ranged from about a month to a 
maximum of twenty-four months. In the butter group 
there were about 150 records available, ranging up to 
twenty-four months’ observation time on weight, height, 
red blood count, hemoglobin and illnesses. 

It was found that those children who stayed a very 
short time had extreme irregularities in weight gains. 
Since it would serve no useful purpose and only 
increase the margin of error in the computations, all 
those records of children who were studied less than 
six months were discarded. About 40 in each group 
were so eliminated, leaving 160 records in the mar- 
garine group and 107 in the butter group. 

Blood Studies——There were 65 children in the mar- 
garine group and 8&5 in the butter group from whose 
records differences in erythrocyte count and hemoglobin 
could be computed. At the beginning of the study 
there was an average red cell count of 4,284,000 in the 
margarine group, the lowest being 3,7 10,000 and the 
highest 4,870,000. One year later the average was 
4,198,000, the low 3,440,000 and the high 5,560,000. 
Comparable figures for the butter group were as fol- 
lows: At the beginning, the average red blood cell 
count was 4,629,000; low, 3,940,000; high, 5,640,000; 
one year later, the average was 4,640,000- low, 
3,920,000, and high, 5,560,000 

In the margarine group the average hemoglobin was 
13.7 Gm. per hundred cubic centimeters, with a low 
of 11.3 and a high of 16.6. One year later the figures 
were 13.4, 10.5 and 18.6, respectively. For the butter 
group, at the beginning of the study the hemoglobin 
figures were: average, 15.4 Gm.; low, 13.8, and high, 
17.9. One year later the findings were: average, 15.3; 
low, 12.4, and high, 17.5. 

All these figures are within normal limits in our 
clinical experience. Moreover, according to Osgood 
and Baker,'® there is an average of 12 Gm. of hemo- 
globin, ranging from 10 to 14 Gm., in the blood of 
normal children from 4 to 13 years of age. Griffith and 
Mitchell ’® stated that the red blood cell count remains 
at about 4,500,000 to 5,000,000 throughout childhood. 
Hence it would appear that the blood cell counts in 
both institutions were in line with counts found in 
similar groups of children, Furthermore, any variations 
which occurred were well within the usual errors in 


making hemoglobin and red blood cell determinations. 


Height and Weight.—All the records contained data 
on weight in pounds and ounces and height in inches. 
Gains in weight and height are partly a function of 
time, so a further adjustment had to be made to facili- 
tate valid comparison. The basis of exactly one year 
was used for standardization. The period of the greatest 
majority of the cases was over a year. Since this means 
that the majority had to be reduced in value to be 


15. Osgood, E. E., and Baker, R. L.: Erythrocyte, Hemoglobin, ca . 
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standardized, chance errors tend to be reduced as well. 

An analysis of the total cases in each group is shown 
in tables 1 and 2. Average annual weight and height 
gains for boys and girls are shown. For additional 
comparison, the average gains from standard height- 
weight tables are included under the column headed 
“Standard.” 

Since changes in weight and height are also a func- 
tion of age, only groups of like age are compared. 

The standard error is appended to each value in the 
margarine group, and comparable value in the butter 
group. For a test of statistical significance at the 5 
per cent level, the difference between two comparable 
entries in the margarine and standard columns must 
be greater than twice the standard error. For instance, 
on the first line in table 1, under “Boys,” in the column 
headed “Margarine,” the average yearly gain in weight 
was 6.7 pounds (3,039 Gm.) with a standard error of 
0.6 pound (272.2 Gm.). Twice 0.€ is 1.2, which added 
to 6.7 gives 7.9 pounds (3,583.4 Gm.). The average 
gain in the standard column is 7.2 pounds (3,265.9 
Gm.), well within the range of the standard error, and 
the difference is, therefore, not statistically significant. 


TABLE 1—Average Yearly Gain in Weight (in Pounds) for 
Children Observed at Least Six Months 


Boys « Girls 
Years Margarine Butter Standard Margarine Butter Standard 
7.2+0.7 88+ 0.9 7.5 89+0.7 7.2+1.0 8.0 
6-9.... 5.3 + 0.5 7.14 2.2 5.5 75+ 0.5 8.3 + 1.7 6.2 
10-15.. 12.3 + 1.7 94+10 ° 95 10.6 + 1.3 7.1 + 1.1 9.7 


TABLE 2.—Average Yearly Gain in Height (in Inches) for 
Children Observed at Least Six Month: 


Boys Girls 

Years Margarine Butter Standard Margarine Butter Standard 
AN (2-15) 2240.1 2.3 OL 2.2 
6-13...... 20+0.1 21+0,1 2.1 2.0+0.1 1.2+0.1 2.1 
2-5.. 2.5+0.1 3.0 2.7 
6-9.. 1.9 + 0.1 19 +02 2.0 21+01 15+03 2.2 
10-13 2.2 + 0.2 2.2 + 0.2 2.2 20+ 0.1 1.2+0.1 2.0 


For a test of significance between a margarine and 
butter value the formula 


is used. In only 3 cases bite it seem necessary to per- 
form this test. This is in table 1, under Boys, ages 6-13 
and ages 6-9, and table 3, under Boys, 6-9 years of age. 
In none of ‘these cases was the difference found 
significant, 

In both table 1 and table 2 all average gains in the 
margarine group were at least as great (including the 
standard error) as the gain in either the butter group 
or a standard group, with two exceptions. These excep- 
tions were in the 2 to 5 year age groups. This is due 
to the fact that the average age in this particular group 
in the margarine study was greater than the midvalue 
of the group. In fact, there were only 1 boy and 1 girl 
2 years old included in the study. 

It is believed that the adjustment of all the values to 
an annual basis is accurate. However, to eliminate 
doubt as to the validity of the method, comparisons 
were made using only those subjects who were observed 
for the maximum time. There were 51 children in the 
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margarine group who were studied the maximum time 
of twenty-four months. In the butter group there were 
53 under observation for the maximum twenty-four 
months. 

Again the values were reduced to an annual average 
gain, going far to reduce chance errors, since all values 
were practically halved. Tables 3 and 4 exhibit the data. 


TABLE 3—Average Yearly Gain in Weight (in Pounds) in 
Children Observed Twenty-Four Months 


Girls 

Years Margarine Butter Standard Margarine Butter Standard 
All (2-15) 6.7409 7.2 82+ 1.0 6.9 
8.1 |. 6.3 7.1 
6-13...... 7.4% 12 8.7 +12 7.5 9.5 + 1.1 8.3 + 1.2 8.0 
5.1 + 0.6 6.7 + 2.3 5.5 83411 6.2 
10-13..... 12.2 + 2.4 94+13 95 11.0417 8.3 +12 9.7 
14-17... 7.0 8.7 0.7 5.2 


In only one case, the 2-5 year age group in the boys, 
in table 4, is the comparison unfavorable. In all other 
combinations margarine shows up as at least as efficient 
a source of fat for growth as butter in the normal diet. 


COMMENT 

It is evident from the tables that growth of the group 
fed margarine, as determined by increases in height and 
weight, was comparable to that of the children fed 
butter and to standard height and weight values for the 
same age group. 

Furthermore, it was noted that in the margarine 
group there was no increase in the amount of illness. 
Illnesses in general had been on the decline in the 
margarine group for the last four or five years, and 
this decrease in the incidence of illness continued during 
the period of the study. This compares with conditions 
present in the community for the last five years. 

It was interesting to observe how the children 
accepted margarine. When it first made its appearance 
on the table—in its white form—and the study was 
explained to the children, the younger children promptly 
accepted it. The childrer in the older age group did not 
take to it too kindly. Very shortly thereafter, however, 
a shipment of colored margarine came in. This was 
cut up into the usual pats and all the children then ate 
it readily and liberally. Thereafter it was always served 
cut in pats and colored. 

At no time during the period of the study was it 
considered that vitamin A played any definite role in 
the results of the study. The reason, of course, is that 


TaBLe 4.—Average Yearly Gain in Height (i. Inches) in 
Children Observed Twenty-Four Months 


Boys Girls 

Age, 

Years Margarine Butter Standard Margarine Butter Standard 
AN 2.3 2.2 + 0.2 2.2 
6-33..... 2.1+ 0.3 2.2 + 0.2 2.1 2.2 + 0.2 1.2 + 0.2 2.1 
2.0 + 0.4 20+ 0.1 2.0 24+ 0.2 2.2 
10-13 2.3+03 2.2 + 0.2 2.2 2.0 + 0.2 1.2 + 0.2 2.0 


all the margarine used contained 15,000 units of vita- 
min A per pound—which is equal to or greater than 
the amount present in average butter. 

Blood studies showed that there were no significant 
differences between the margarine or butter groups. 

The children in the margarine group experienced a 
high degree of good health during the study, and in 
comparing their health to that of the butter group it 
appears to have been much better. 
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When infirmary records are compared it is readily 
seen that the margarine group fared much better than 
the butter group. We are not making any claims that 
the margarine group were healthier simply because 
their diet contained margarine. Other variables are 
more likely to account for their better health. 

At no time during the course of the study did either 
institution experience any type of epidemic, and no 
doubt this may in part be due to the fact that both 
institutions practiced accepted preventive measures on 
all their children. 

CONCLUSIONS 


Growing children experience normal growth in 
height and weight when their diets contain only fortified 
margarine as table fat, as shown by comparison with 
children fed on similar diets with butter as the source 
of table fat and by comparison with standard height 
and weight tables. 


TABLE 5.—Group Total and Average Yearly Gains in Weight 
(Pounds) and Height (Inches); Children Observed 
at Least Six Months 


Margarine Group Butter Group 

“No. of of 

Age, Years Children Weight Height Children Weight Height 
2 Serer 71 439 268 139.446 13 96.872 23 332 
SE 41 462.620 86 432 53 440.173 90.510 
Totals........ 160 339.540 107 760.373 139.141 

Average....... 7.047 2.122 7.106 
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TABLE 6.—Group Total and Average Yearly Gains, by Sex, in 
Weight (Pounds) and Height (Inches); Children 
Observed at Least Six Months 


Boys Girls 
No. of No. of 
Age, Years Children Weight Height Children Weight Height 
Margarine Group 
24 101.080 59.171 21 81.311 47.614 
3 41 215.701 77.800 30 223.667 61.647 
16 197.327 35.600 25 265.290 60.833 
2 42.273 6.878 1 
83 556.381 179.449 77 571.116 160.094 
Average....... 6.703 2.162 ee 7.417 2.079 
Butter Group 
9 63.793 17.294 4 33.079 6.038 
SE ere 28 263.559 60.935 25 176.614 99.576 
26 172.504 18.800 15 50.824 499 
7 63 499.856 97.029 4 260.517 42.113 
Average....... 7.934 1.540 5.921 0.957 


Whether the greater part of the fat of the diet is 
derived from vegetable or animal sources has no effect 
on growth and health as shown by changes in height 
and weight and health records of children observed over 
a two year period. 

During a two year period the health of 267 children 
was uniformly good so far as serious illness is con- 
cerned, regardless of whether margarine or butter was 
the source of the greater part of the fat in the diet. 

If there is a growth factor present in butter which 
is not present in margarine, there is no evidence in the 
present study that such a factor plays any important 
part in the growth of children as determined by increases 
in height and weight. 

Margarine is a good source of table fat in growing 
children, as determined by a two year study. Children 
readily accept margarine as a table spread when it is 
colored and served in pats. 
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Special Article 


PALLIATIVE TREATMENT OF THE PATIENT 
WITH ADVANCED CANCER 


ERNEST M. DALAND, M.D. 
Boston 


This article is the eighth of a series to be published by the 
American Medical Association in cooperation with the Ameri- 
can Cancer Soctety. The series ts designed to aid in the early 
diagnosis of cancer and thereby to gain more effective results 
in treatment. When complete, the series will be published in 
book form by the W. B. Saunders Company under the sponsor- 
ship of the American Medical Association and the American 
Cancer Soctety. 


Many thousands of patients with cancer are being 
cured each year with the resources already at the 
command of physicians, but there are just as many 
who are not cured. The very existence of each of these 
uncured patients drives home the fact that pessibly 
some physician did too little or saw the patient too 
late or possibly the patient had a type of cancer in 
which there was only a remote chance of cure, whatever 
or whenever it was done. Every death from cancer 
is indicative of failure somewhere along the line; failure 
to teach patients to come early for advice, failure of 
the physician to act quickly and thoroughly or failure 
of the members of the medical profession to find the 
cause of anda sure cure for all cancers. Since this is true 
the attitude of the physician who is dealing with a 
patient with advanced cancer must be one of humility. 
It behooves him to do all he can to help the patient 
through his final days. 


RELATION OF PHYSICIAN AND PATIENT 


This article deals with the palliative treatment of the 
patient with advanced cancer. It is assumed that the 
cancer is considered incurable by present day methods 
and that any treatment administered is given to make 
the remaining days more tolerable. Not infrequently 
treatment intended to be palliative may be curative. 
The condition of no patient is positively hopeless as long 
as he is alive. 

What does this patient know about his condition? 
Does he know that he has cancer or has had cancer? 
What policy should be adopted in general in dealing 
with the cancer patient? Which physician is right, the 
one who never tells or the one who usually tells the 
patient that he has cancer? 

Dr. Richard Cabot! in his day created a sensation 
about the advisability of telling patients the truth. 
Dr. Cabot visited the Pondville Hospital, one of Massa- 
chusetts’ two cancer hospitals. He was particularly 
interested in the attitudes shown by the patients and 
the physicians. He heard 2 patients ask if thev had 
cancer and noted the replies made. Later in the day he 
was asked whether the physicians were upholding his 
teachings in regard to telling patients the truth, and 
his answer was, “Certainly, I never said that you had 
to tell them the whole truth.” 

My associates and I are accustomed to seeing hun- 
dreds of cancer patients in the Pondville Hospital and 


From the Pondville Hospital (Massachusetts Department of Puibtic 
Health), Walpole, Mass., and the Tumor Clinic of the Massachusetts 
General Hospital, Boston. 

1, Cabot, R.: The Meaning of Right and Wrong, New York, The 
Macmillan Company, 1933, p. 313. 
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clinics each month. Every patient knows that it is a 
cancer hospital and that he would not be there unless 
there was a suggestion of cancer. If the patient asks 
the nature of his ailment he is told, but the seriousness 
of the lesion and the prognosis is not revealed neces- 
sarily. Still, in face of these conditions, Dr. Richard 
Cabot in a public meeting stated that the morale of 
the patients in the Pondville Hospital surpassed that 
of any he had ever seen in his wards in a general 
hospital. 

I recall the patient who stated that she knew she 
had cancer but asked me not to tell her husband; an 
hour later the husband told me that 1 must do every- 
thing possible to keep his wife from learning that she 
had the disease. I believe the time has come to call 
a spade a spade and not to follow the course of the 
physician who recently referred a cancer patient with 
the statement that, “I told her she had something bad, 
but I did not use ‘the word.’” Sometimes the patients 
are amused at the physician’s clumsy attempts to avoid 
the issue. 

It has been my experience that the patient with treat- 
able cancer is more willing to have treatment, is a 
better patient during treatment and is more apt to be 
faithful in his follow-up visits if he knows something 
about the diagnosis of his case and the program to be 
followed. 

The patient with advanced cancer who has been let 
in on the secret early, possibly before he had radiation 
or surgical therapy, is doubtless wise enough to know 
that his persistent or recurrent ailment is the same 
disease not responding to treatment. He will not ask 
many questions, for he knows he is failing and will 
not have to be told. 

I do not advocate going out of one’s way to deliber- 
ately tell a man that death is around the corner. I did 
that once with a Catholic clergyman who had failed 
to do well after several operations, as I thought he 
might wish to prepare for death. He was amazed at 
the statement and was unwilling to believe it. The 
patient with cancer never gives up hope and will fight 
as long as his physician stands by. 


HOSPITALIZATION 


The problem may arise as to whether a given patient 
should be treated at home or in a hospital. There are 
many factors to be considered, such as the degree of 
pain, the need for dressings, the number of persons 
in the home and the facilities for home nursing care, 
and an individual decision must be made. ‘The patient 
would like to be at home or near home so that he might 
see his friends and relatives. 

Ideally, there should be beds for a limited number 
of patients with advanced cancer in every community 
general hospital. If all hospitals cooperated in this 
program, the burden would not be great on any one 
institution, The intern and the resident as part of 
their training should be taught to care for these patients. 
Many hospitals refuse to admit patients with advanced 
cancer or to let them stay once they have been declared 
incurable. As a result the intern and the resident 
never see the late course of the disease and do not 
profit by autopsy observations. How can these physi- 
cians care for cancer patients in their homes if they 
have not been taught? How can they be expected to 
show interest in patients with incurable cancer when the 
attitude of their teachers has been to get rid of them 
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with less advanced radiation or operative cases. 
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as soon as possible? Where are private duty nurses 
in the home or visiting nurses going to learn the care 
of the cancer patient ? 

The patient who is suffering from an incurable cancer 
is one of the physicians’ greatest trials; he knows that 
the disease is incurable but he must show no less 
interest in the patient because of that. He must listen 
to his symptoms and try to relieve them. He must 
not avoid making calls or be hasty in his attentions. 
At the Pondville Hospital patients with advanced dis- 
ease are treated in rooms on the same wards as those 
They 
receive the same number of visits and the same degree 
of attention as their more fortunate neighbors, It is 
less difficult for the visiting physician or resident to see 
the good and the bad in turn than it would be if those 
with advanced cancers were isolated in one group. 
Rogers? has stated, “There is no case of advanced 
cancer in which ‘there is nothing to be done.’ Its 
successful care demands from the doctor a high degree 
of skill, cheerfulness, understanding and attention to 
detail.” 

MEDICAMENTS 

If all methods of treatment have failed, the physician 
knows that death is inevitable, but it may be a long time 
coming. He may be forced to prescribe drugs that are 
addicting, and they should be used with care so that 
therapy may remain effective. The use of mild drugs 
and hypnotics for the relief of pain can postpone the use 
of narcotics. 

It is erroneous to think that the cancer patient is 
entitled to all the opiates he wants. He should receive 
as much as he needs and no more. Any excess will 
not only cause addiction but ‘increase the patient’s dis- 
comfort from nausea, vomiting, constipation, itching 
and euphoria. If the physician is cautious it will not 
be necessary to increase the strength of the medicament 
faster than the disease progresses.* On the other hand, 
it should be emphasized that if neurosurgical relief 
measures are used the dosage of the drugs should be 
reduced quickly to avoid addiction. 

A distinction should be drawn between drugs which 
aid sleep and those that relieve pain. Sometimes a mild 
pain remover will allow the patient to gain the required 
sleep. Again, a mild hypnotic may allow sleep without a 
pain-relieving drug. The ill patient is more conscious of 
his pain at night and will require more drugs at night. 
The patient who goes without drugs by day will not need 
morphine at night but will get along on acetylsalicylic 
acid. If he receives this medicament by day he may need 
codeine at night; if codeine relieves the pain during the 
day he may require morphine at night. 

As far as possible the patient should not be allowed 
to decide when he shall take medicaments or which 
drug he is to use. When pain is mild or intermittent, 
he may be the best judge. He should never be given 
a box of narcotic tablets to take as he pleases, but he 
should have a nurse or a member of the family supply 
the drug as he needs it. 

Oral administration, whenever possible, should pre- 
cede the use of drugs by hypodermic injection. Some- 
times the needle habit is as bad as the drug habit. 


2. Rogers, H.: The Care of the Patient with Advanced Cancer, in 
Cancer: A Manual for Practitioners, Boston, Rumford Press, 1940, pp. 
244-252 


3. Daland, E. M.: The Relief of Pain in Cancer Patients, Pub. Health 
Rep., 1937, supp. 121, pp. 1-5 
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Hypodermics require the services of a trained person. 
If they are used unnecessarily this may be the reason 
for keeping the victim in the hospital rather than at 
home, or it may necessitate the employment of a nurse 
before she is actually needed. Oral administration of 
the same amount of drug is slower to show results and 
gives approximately two thirds of the benefit produced 
by hypodermic injection. Sterile hypodermic injections 
of water should be given only as a test of the need for 
opiates and should never be used for treatment. 

Acetylsalicylic acid is an exceedingly valuable drug 
in the relief of pain from many types of cancer. It 
can be given in doses of 0.3 or 0.6 Gm. (5 or 10 grains ) 
every three or four hours. It is less irritating to the 
stomach than the other salicylates. Contrary to the 
opinion of many laymen it is apparently not harmful 
to the heart in reasonable quantities. It is sometimes 
more effective in combination with acetophenetidin and 
caffeine. 

Acetophenetidin and acetanilid are not good drugs 
for the relief of the pain from cancer. They are not 
as effective for long use, ana both may produce toxic 
symptoms if large doses are given over a twenty-four 
hour period. 

Cobra venom is a nonnarcotic drug that has been 
widely advocated for relief of severe pain. Intramus- 
cular injections of 1 or 2 cc. are given once a day for 
seven days, then single injections are given every three 
or four days. The results as reported from different 
clinics are variable. In my hands it has proved of little 
benefit. 

Codeine is perhaps the most useful of the narcotics. 
It may be habit forming * but is less likely to be so 
than is morphine. For the relief of distressing cough 
it may be used in as small doses as 0.015 Gm. (% grain), 
but for pain 0.03 Gm. (% grain) is the smallest effec- 
tive dose. It may be given every three or four hours. 
Many physicians consider that acetylsalicylic acid admin- 
istered with codeine makes the latter more effective and 
longer lasting. I have found this true in some cases 
but not consistently. The administration of acetylsali- 
cylic acid can be alternated with that of codeine to 
effectively lengthen the time between the doses of 
codeime. Doses of 0.06 Gm. (1 grain) may be given as 
necessary. However, 0.06 Gm. (1 grain) of codeine is 
not twice as effective as 0.03 Gm. (1% grain), and it is 
probably better to give the smaller amount more fre- 
quently. 

If the drugs which have been inentioned are used 
judiciously it may never be necessary to call on the 
more powerful narcotics. Morphine is the cheapest and 
by far the most useful of this group. The oral admin- 
istration of 0.008 Gm. (% grain) is of little more value 
than codeine 0.03 Gm. (Y2 grain). It is usually neces- 
sary to give 0.010 Gm. (% grain) or often 0.016 Gm. 
(4 grain) every three or four hours to relieve severe 
pain. Lesser amounts are required if hypodermic injec- 
tions are used, as has been stated previously. 

Morphine is habit forming and must be administered 
with care. Habituation is not easily cured. It tends 
to cause constipation and may result in nausea and 
vomiting ; sometimes patients who take the drug com- 
plain of -itching. 

Morphine not only relieves pain but is a hypnotic and 
produces sleep. It should not be given for the latter 
effect if other drugs can be used. 


4, Himmelsbach, Me K.; Andrews, H. L.; Felix, R. H.; Oberst, F. W., 
: Studies in Codeine Addiction, Pub. Health Rep., 
7. 


and Davenport, L. 
1940, supp. 158, pp. <> 
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“Pantopon hydrochloride” (the total alkaloids of 
opium as soluble hydrochloride) has nearly the same 
effect as morphine but fewer side effects. It is useful 
in those patients who are susceptible to morphine and is 
given in doses of 0.01 Gm, (% grain) to 0.02 Gm. 
(% grain). 

Dihydromorphinone hydrochloride (‘‘dilaudid hydro- 
chloride” N. N. R.°) has certain advantages over mor- 
phine. The dosages are approximately one fifth those 
of morphine—0.0025 Gm. (%4 grain) by mouth or 
0.002 Gm. (M%» grain) subcutaneously. The drug pro- 
duces less hypnosis than does morphine, and a barbitu- 
rate may be required to produce sleep. There is less 
gastrointestinal distress, but the drug is a depressant 
to the respiratory system and causes more itching. It 
is not a good substitute for morphine once the latter 
has been used. 

Meperidine hydrochloride (“demerol hydrochloride” 
N. N. R.) is a recently introduced narcotic which has 
a definite place with some patients. It has few side 
effects but is as habit forming as the others. It is used 
in 0.05 to 0.1 Gm. doses hypodermically. 

Methyldihydromorphinone hydrochloride (“metopon 
hydrochloride”) has recently been announced as a new 
narcotic for dealing with pain in cancer patients. Its 
use is still in the experimental stage, and I have had 
but little experience with it. 

Heroin (diacetylmorphine ) should be mentioned only 
to say that it has no place in the treatment of this type 
of case. 

There are many drugs that are beneficial in the pro- 
duction of sleep and relaxation. Acetylsalicylic acid 
will help many patients. Phenobarbital, sodium pento- 
barbital, chloral hydrate, paraldehyde and bromides all 
have their place. 


TREATMENT OF ULCERATED LESIONS 

Certain cancers of the skin or near the surface of 
an organ may become ulcerated as a result of inadequate 
blood supply to the new cells. Necrosis and sloughing 
occur with a resulting bad odor. There is nothing 
contagious as far as the cancer is concerned in these 
ulcerations, but there is nearly always secondary infec- 
tion. Surgical principles hold here as elsewhere. Dis- 
charge from an infected cancerous ulcer calls for the 
same care as that from an infected finger. Members 
of a family often ask whether it is necessary to boil 
the dishes and the clothing used by the cancer patient. 
They are told that the same care should be used as for 
any infection and that it is not necessary to boil dishes. 

It is this secondary infection that causes so much 
pain in ulcerated cancers. It is amazing to note how 
much the patient is benefited by careful attention to 
clearing up these infections. Wet dressings of saline 
solution, chlorinated soda, Dakin’s solution (sodium 
hypochlorite) or one of the protein solvents help to 
remove the necrotic tissue and reduce the infection. 
Dressings should be changed several times a day or 
as often as they become soiled. Gross necrotic tissue 
should be excised or picked off the lesion. If the 
infection is bad and not easily controlled the sulfonamide 
drugs or penicillin may be used. 


RADIATION THERAPY 


Radiation therapy offers palliation chiefly in cancer 
of the skin, mouth, breast and uterus. Sometimes far 
advanced cancers of the skin can be cured or retarded 


5. Nathanson, I. T., and Daland, E. M.: The Use of Dilaudid in 


Treating Patients with Cancer, New England J. Med, 213: 741-746, 1935. 
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for years by properly administered irradiation, prefer- 
ably roentgen therapy. Treatment thought to be palli- 
ative may turn out to be curative. Here, as in other 
types of cancer, the first assault is the most important, 
and once it fails there is little likelihood of much benefit. 
Ulcerated, bleeding cancer of the breast, considered too 
extensive for operative therapy, may be reduced in size 
and sometimes destroyed by irradiation. The benefit is 
usually temporary, but it may be many months before 
recurrence appears. 

Bleeding from advanced cancers of the cervix and 
endometrium may be controlled for many months by 
roentgen therapy. In some instances the extent of 
roentgenologic destruction of the primary lesion is so 
great that further treatment directed toward cure can 
be given. 

Many patients with inoperable metastases to the 
lymph nodes from the skin, mouth, breast and other 
organs are given radiation treatment with an attempt 
at palliation. Unfortunately, these metastatic nodes are 
not nearly as sensitive to radiation as the primary 
lesions, and little benefit may result. Since one cannot 
predict in which case benefit will occur, this method 
of treatment is advocated for all such patients. Some- 
body has made the remark that “the only incurable case 
is the one that has not been cured,” thus suggesting 
that a trial of all appropriate forms of treatment is 
in order. 

Radiation therapy may result in relief from pain in 
other than ulcerated lesions. Pain from osseous metas- 
tases may be relieved for long periods by a minimum 
of treatment. I have repeatedly observed relief from 
this type of pain after one or two treatments or within 
forty-eight hours. Pain from osseous metastases from 
cancer of the breast and prostate is more apt to be 
relieved than other types, although radiation therapy is 
worth trying in pain from other types of metastases to 

ne, as in cancer of the ovary, kidney and rectum. 

Irradiation has little selective action on cancer of the 
stomach, intestine, rectum or pancreas. The amount 
of therapy required to show any effect on such lesions 
is so great that the patient cannot tolerate it. 


RELIEF OF OBSTRUCTION 

Indications for Operative Therapy.—Even though the 
cancer is incurable one must not lose sight of the fact 
that relief of obstruction may afford the patient great 
relief. However, it must be made certain that the 
attempt to give palliation does not increase the discom- 
fort of the patient. Prolongation of life if pain cannot 
be relieved or if new troubles are produced does not 
answer the definition of the word palliation. 

In operative treatment for abdominal cancer the pres- 
ence of metastases in lymph nodes or in the liver should 
not deter the surgeon from resecting the primary lesion 
if it is technically removable. This applies to cancers 
of the stomach, of the bowel, and in particular of the 
rectum. 


Tracheotomy.—There is no more gruesome thing in 
medical practice than to see a patient strangle to death 
from an obstructing lesion of the larynx. Tracheotomy 
should be performed as soon as the patient manifests 
early signs of stridor, cyanosis or distress. The opera- 
tion can be performed with the patient under local 
anesthesia with ease, provided that the surgeon has not 
waited until the patient is moribund. 


Gastrostomy.—Gastrostomy should be performed only 
after careful study. This operative procedure should be 
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reserved for obstruction of the pharynx, esophagus or 
cardia, It is never worth while in cancer of other parts 
of the stomach. If a man cannot swallow the same 
amount of concentrated liquid fooa that would be 
instilled into a gastrostomy tube, operative treatment 
should be considered. However, there should be a life 
expectancy of a few months or the operation will not be 
worth while. One should also decide how the patient 
will accept this new regimen and whether hc will actually 
be happier with it. A gastrostomy will not give relief 
to the troublesome salivation and discharge from the 
primary lesion. There may be leakage from the opening 
which will cause discomfort. Frequent feedings are a 
great deal of trouble. 

Colostomy.—Miles® once wrote about the “kindly 
colostomy.” Some colostomies may answer that descrip- 
tion but others do not. Colostomy will give relief from 
an obstructing lesion of the rectum or sigmoid. It 
will not relieve symptoms of tenesmus, especially if the 
lesion is close to the sphincter, and it may have but little 
effect on bleeding. There will be little if any actual 
prolongation of life from this operation. 

The best type of colostomy is performed by deliver- 
ing a loop of sigmoid through the abdomen at the outer 
border of the left rectus muscle and by suturing the 
peritoneum, fascia and skin beneath the loop. Later 
the loop should be completely divided to prevent spilling 
over into the distal loop. 

The patient can be taught to control the action of 
the colostomy by diet and by daily enemas. There is 
no necessity for wearing a colostomy bag if careful 
attention is given to a daily movement; nearly all my 
patients wear a small gauze pad and report that they 
have no difficulty with leakage during the day. 

Gastric Operations.—It is not always possible to 
determine without operative study whether or not a 
cancer of the stomach is resectable. When the cancer 
is demonstrated roentgenologically and because a par- 
ticularly large mass is palpable, some physicians will 
decide that an exploratory operaticn is inadvisable. 
However, it has been my experience that lesions of this 
type are as often resectable as not, for the low position 
and mobility of the mass makes it possible to palpate 
it. Any resectable mass should be removed even‘*in the 
presence of irremovable nodes or metastases in the liver, 
as this will give many months of comfort. 

It is a well established fact that neither anterior nor 
posterior gastroenterostomy is a satisfactory operation 
for obstructing cancer of the stomach. In many 
instances the stomach does not function, and when it 
does it is for a short time only, as the cancer quickly 
encroaches on the anastomosis. 

Occasionally it is possible to transect the stomach 
above the growth. A Polya or Hofmeister anastomosis 
is performed, and the distal end of the stomach is closed 
with a double row of sutures. This is a satisfactory 
operation, for the anastomosis functions well and growth 
of the cancer may be retarded. The patient may be 
entirely relieved of his symptoms and may live many 
months. It should be pointed out here that a biopsy 
should be made wher.ever possible to establish absolute 
proof of the diagnosis. I recall 2 patients examined 
recently, in whom this operation was performed five 
years previously and in whom the nodes removed were 
reported as inflammatory. Obviously, the diagnosis was 
ulcer and not cancer, and the patients are well. 


6. Miles, W. E.: Some Phases of Rectal Cancer: Cancer Symposium, 
ee Clinical Congress of American College of Surgeons, Oct. 12, 
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Cystostomy.—Permanent cystostomy for relief of 
obstruction from cancer of the prostate is not required 
as often as it was a few years ago, because transurethral 
resection may accomplish as much. However, there is 
a definite place for this operation especially as an emer- 
gency measure. 

Intestinal Short Circuits —Whenever a malignant 
neoplasm encountered in the small or large intestine 
cannot be resected, any possible short circuit should 
be performed. This may be an enteroenterostomy, an 
ileocolostomy, an ileosigmoidostomy or more rarely a 
colocolostomy. 

It should be emphasized that in advanced cancer of 
the rectum or a lesion which has already metastasized to 
the liver an abdominoperineal resection should be per- 
formed if the primary lesion can be resected. This will 
give excellent palliation; I recall 1 patient who survived 
four years. 

Relief from Cancer of the Pancreas and Duodenum.— 
Much relief can be given a patient with jaundice due 
to cancer of the head of the pancreas or duodenum by 
performing an anastomosis between the distended gall- 
bladder and either the stomach or the duodenum, prefer- 
_ ably the latter. The jaundice may clear up entirely, 

digestion may be improved and the itching may be 
relieved. 
CASTRATION THERAPY 

In the latter part of the nineteenth century Beatson ’ 
noted that if the ovaries were removed from patients 
with an advanced stage of cancer of the breast there 
sometimes was regression of the disease. The operation 
was tried by many surgeons with variable success 
and was abandoned by many. In 1931 I reported 
the case* of a patient at the Pondville Hospital 
with extensive osseous metastases from cancer of the 
breast. There was decided regeneration of all her 
bones following a small series of roentgen treatments 
to her pelvis for relief of pain. It was noted also 
that this patient stopped menstruating after the treat- 
ments, and it was believed that ovarian activity had 
been destroyed by the radiation. In a second patient 
being treated with colloidal lead at the Massachusetts 
General Hospital there was observed regeneration of 
the bones of the pelvis, spine and skull. At first the 
lead was given the credit, but later it was discovered 
that she had also received radiation therapy to the 
pelvis for pain and that she too had ceased to men- 
struate. Thus the one factor in common in the 2 cases 
was irradiation of the ovaries, and this appeared sig- 
nificant. A large number of patients were then given 
radiation therapy to the ovaries, and it was reported 
by Dresser and Pelletier * that about 30 per cent of 
those who had not had their menopause exhibited regen- 
eration of bones and disappearance of metastatic deposits 
in the bones and lungs. Many writers have reported 
the same results. It is apparent that effective irradiation 
may accomplish the same results as the surgical castra- 
tion of Beatson. 

Huggins *° has given evidence that definite regression 
of cancer of the prostate may occur if the testes are 


7. Beatson, G. J.: On the Treatment of Inoperable Cases of Carci- 
noma of the Mamma: Suggestions for a New Method of Treatment, with 
Illustrative Cases, Lancet 2: 104 and 162, 1896. 

. Daland, E. M.: An Prone Boe of Cases at the Pondville Hospital 
During Its First Two Years, Am. J. Cancer 15: 2366, 1931; A Further 
Report, ibid. 21: 646, 1934. 

9. Dresser, R., and Pelletier, V. A.: The Radtichegiont sfonagement of 
Cancer of the Breast, New England J. Med. 214: 720-723, 1926. 

10. Hu uggins, C.; Stevens, R. E., Jr., — —_—, C. V.: Studies on 
Prostatic Cancer: Effects of Castration on Advanced Carcinoma of Prostate 
Gland, Arch, Surg. 43: 209-223 (Aug.) 1941. 
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removed. This operation has come to be a standard 
procedure in inoperable and recurrent cancer: of this 
organ. Not only does the primary cancer regress, but 
frequently osseous metastases disappear temporarily and 
pain is promptly relieved. The general condition of the 
patient improves greatly. 


HORMONAL THERAPY 


Huggins '! has demonstrated that estrogens given to 
the patient with cancer of the prostate will in many 
instances produce the same relief from symptoms and 
retardation of growth as does castration. Many urolo- 
gists carry out both procedures as soon as a diagnosis 
of irremovable cancer of the prostate is made. Others 
perform castration and later give estrogens, usually 
diethylstilbestrol. All this treatment gives only tem- 
porary relief, and after a few months or a very few 
years control is lost and the patient dies of cancer. 

The use of hormonal therapy in cases of advanced 
cancer of the breast has aroused a great deal of interest 
and curiosity. It has been observed that some patients 
are benefited by estrogens (female sex hormones) while 
others receive relief from androgens (male sex hor- 
mones). In some instances one type of therapy has 
produced results after the other has failed. 

Nathanson '* has stated that cancer of the breast 
untreated by other means and recurrent nodules of 
cancer of the breast manifest a tendency to shrink up 
and disappear on diethylstilbestrol therapy in many 
instances. Microscopic analyses prove that the cancer 
nodules are actually destroyed. Ulcerated lesions 
exhibit epithelial repair and healing of the ulcer. Lesions 
of the soft tissue are affected to a greater degree than 
are lesions in bone. In some cases the osseous metas- 
tases have progressed while those of soft parts have 
disappeared. These results all seem to be temporary, 
and there have been no cures. Nathanson’s most satis- 
factory results were in patients over 60 years of age. 

Loeser '* and Ulrich * in 1929 called attention to the 
effect of testosterone propionate in the treatment of 
advanced carcinoma of the breast. Adair and Her- 
mann '® reported that benefit was received by 4 of 11 
patients treated with this drug. Three of the 4 were 
patients with osseous metastases, and 1 had involvement 
of soft parts only. Roentgen examinations revealed an 
increase in calcification in the bones coincident with 
relief from pain. 

Adair '* has stated that “testosterone may be employed 
on female patients with breast cancer at any age, while 
the estrogen therapy must be strictly confined to patients 
of 60 years and older.” Nathanson 7 has suggested that 
“testosterone therapy may be akin to premenopausal 
ovariectomy, in that the androgens may inhibit the 
estrogens directly or ovarian function via the anterior 
pituitary.” 

These results from hormonal therapy are exceedingly 
interesting and important. For the first time medica- 


ee Huggins, C.: Endocrine Control of Prostatic Cancer, Science 97: 
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13. Loeser, A.: Male Hormone in the Seeeaeeens of Cancer of the 
Breast, free Union internat. contre cancer 4: 375, ’ 
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ments given by the oral route (diethylstilbestrol) and 
by intramuscular injection (testosterone propionate ) 
have actually exhibited microscopic evidence of their 
effect on cancer. This form of therapy thus far is only 
palliative, but it opens the way ror important research 
directed toward permanent benefit. 


NEUROSURGICAL MEASURES 

The neurosurgeon has much to offer the cancer 
patient. When the pain is severe and unendurable it 
is sometimes possible to interrupt the neural paths of 
pain by various procedures. Since pain may be referred 
to adjacent areas, a careful study is necessary to deter- 
mine which nerve or nerves are actually involved. 

Injections of the second and third branches of the 
fifth nerve with alcohol have been performed for many 
years. Seldom do they produce complete or permanent 
relief, for, as stated by Hodgson,'* the disease may 
involve adjacent areas which are innervated by other 
nerves as well as the fifth. 

Subarachnoid injections of alcohol are often of benefit 
for pain in the rectum, pelvis, sacrum and coccyx. The 
injection of 0.5 to 0.7 cc. of 95 per cent alcohol is given 
into the third or fourth lumbar space with the patient’s 
hips elevated and the painful side uppermost. If the 
injection is successful relief occurs quickly but is fre- 
quently only transient. 

Chordotomy is an operative measure in which the 
spinothalamic tract, the pain fiber tract, is divided in 
the anterolateral portion of the spinal cord. This opera- 
tion is technically difficult and requires a well trained 
surgeon to perform it. In carefully selected patients 
relief from pain below the navel can usually be given. 
Complications from the operation are not uncommon 
and consist of urinary retention, decubitus ulcers and 
motor weakness of the extremities. 

Rhizotomy or posterior root section may be performed 
for pain in the neck, lower part of the scalp and face 
with fairly good results. 

Other procedures for relief of pain in patients with 
advanced cancer are intramedullary section of the fifth 
nerve tract, myelotomy, presacral nerve section and 
prefrontal lobotomy. 

The operation known as “prefrontal lobectomy,” 
which consists of the severance of the neuronal connec- 
tions between the thalamus and the anterior part of the 
frontal lobes on both sides of the brain, was first devised 
by Egas Moniz '* and reported at the Second Inter- 
national Neurological Congress in London in 1935, 
Moniz found it useful in the treatment of certain chronic 
psychotic states which had been refractory to other 
forms of treatment. Freeman and Watts *° introduced 
the operation in this country and established its useful- 
ness in chronic depressions, especially agitated depres- 
sions ; in severe chronic anxiety states, and particularly 
in severe chronic obsessive-compulsive states. Mixter 
and his co-workers,*' using a modified lateral approach, 
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confirmed Freeman’s and Watts’s results in agitated 
depressions. 

Poppen,** who greatly improved the precision of the 
operation by introducing an open approach which 
allowed guidance by the anatomic landmarks of the 
brain rather than merely by those of the skull, which had 
been used heretofore, recommended use of the opera- 
tion for the treatment of intractable pain and reported 
a successfully treated case. Freeman and Watts *° 
likewise reported successful control of unbearable pain 
by this operation. While prefrontal lobotomy does not 
reduce sensory and pain thresholds for external stimuli 
applied to the skin, it does divert deep internal pain of 
its harrowing and threatening quality. The patient still 
has pain, but it is meaningless. 

I have had no experience with patients subjected to 
this operation, but I believe that the operation. has a 
definite place in certain cases of intractable pain that 
cannot be relieved by other means. 


SUM MARY 

1. There is much that can be done for the patient 
with advanced cancer. He should be given the benefit 
of as radical an operation as can be performed safely, 
always with the hope that cure can be accomplished or, 
failing this, that palliation may be given. 

2. Radiation treatment may be curative in many types 
of superficial cancer and palliative in advanced cancer 
of certain organs. 

3. Medicaments should be prescribed in such a way 
that an adequate amount is given, but never more than 
the amount of pain warrants. Avoidance of an excess 
of narcotic drugs is the prevention of drug addiction. 

4. Surgical relief of obstruction, neurosurgical mea- 
sures for combating pain, castration therapy and the 
administration of male and female sex hormones all 
have a place in the treatment of this group of patients. 


22. Poppen, J. L.: Prefrontal Lobotomy for Intractable Pain: 
Report, Lahey Clin. Bull. 4: 205-207, 1946. 

23. Freeman, W., and Watts, J. W.: Prefrontal Lobotomy for the 
Relief of Unbearable Pain, Lancet, to be published; cited in Tr. Am. 
Neurol. A. 71: 153, 1946. 


Case 


The Jubilee of the Electron.—Professor J. J. Thomson, 
in 1897 working in the Cavendish Laboratory a. Cambridge, 
discovered that cathode rays consist of negatively charged par- 
ticles (electrons, as they came to be known) many times smaller 
in size than the smallest atoms known. During the fifty years 
that have elapsed since that discovery, it has been established 
that electrons form an essential part of all matter. To mark 
the jubilee of the discovery of the electron, celebrations were 
held recently in London by the Institute of Physics and the 
Physical Society Engineers in collaboration with the Institution 
of Electrical Engineers. On the afternoon of Sept. 25, 1947, at 
the Royal Institution, Professor J. A. Crowther gave a lecture 
on the history and early development of the discovery. He was 
followed by Professor R. E. Peierls, who spoke on electrons in 
modern theoretical physics. In the evening a public lecture 
was delivered to a very large nontechnical audience at the 
Central Hall, Westminster, by Sir Clifford Paterson, director 
of the Research Laboratories of the General Electric Co., Ltd., 
on “The Electron Liberated.” On the following day the Elec- 
tron Jubilee Exhibition at the Science Museum, South Kensing- 
ton, was formally opened. At the Institution of Electrical 
Engineers, a posthumous portrait of Sir J. J. Thomson painted 
by Mr. Francis Hodge, was unveiled by “J. J’s” son, Sir George 
Thomson, who then addressed the assembly on the electron in 
research.—Jubilee of the Discovery of the Electron, Nature, 
December 1947. 
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Clinical Notes, Suggestions and 
New Instruments 


FATAL REACTIONS TO INTRAVENOUS .ADMINISTRATION 
OF AMINOPHYLLINE 


Report of Three Cases 


ELLIOTT BRESNICK, M.D. 
WILLIAM K. WOODARD, M.D. 
and 


CLIFFORD B. SAGEMAN, M.D. 
Brookline, Mass. 


Aminophyllline (theophylline ethylenediamine) has received 
widespread acceptance as a bronchodilator in the treatment of 
hoth bronchial and cardiac asthma,) as a diuretic in cardiac 
congestive failure 2 and as = coronary vasodilator in the treat- 
ment of coronary occlusion ° and angina pectoris.4 Because of 
its irritating action on the gastrointestinal tract, its therapeutic 
effectiveness by mouth, even in enteric-coated capsules, is 
limited.5 In bronchial asthma, in fact, it cannot be tolerated 
by mouth in doses large enough to relieve bronchospasm, 
whereas, when it is administered intravenously, the effect is 
usually prompt and satisfactory. The intravenous route has 
therefore come to be the method of choice whenever the urgency 
of the situation demanded prompt and effective action. Par- 
ticularly has this been true in the treatment of acute myocardial 
infarction. 

There have been only a few reports of toxic effects from 
aminophylline administered intravenously. A review of the 
literature discloses but 3 fatal cases, all cited by Merrill.6 One 
of these was of a man of 52, who was under treatment for acute 
myocardial infarction. He died suddenly during the injection, 
when only 0.1 Gm. of aminophylline had been introduced into 
the vein. The second case was of a man of 70, vho had acute 
cardiac decompetsation. (The dose is not mentioned.) The 
third case was of a man of 73 with hypertension, bronchiectasis 
and status asthmaticus, who died thirty seconds after the intra- 
venous injection of 10 cc. (0.24 Gm.) of aminophylline. 

We present 3 more fatal reactions following the use of 
aminophylline intravenously. 


REPORT OF CASES 

Case 1—E. G., a 74 year old white man, was admitted to 
the third medical service Oct. 7, 1946 because of pain in the 
chest of nine hours’ duration. He had experienced typical 
episodes of coronary occlusion six years and again three weeks 
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before entry and had received digitalis, 0.1 Gm. daily, since 
the last one. On the day of entry he was wakened in the 
morning from a sound sleep by a severe, crushing substernal 
pain, radiating over the entire chest and down both arms, and 
accompanied by severe dyspnea and orthopnea. 

Physical examination revealed a moderately cyanotic, thin, 
elderly man in respiratory distress, with cold, clammy skin. 
Pulse and blood pressure were unobtainable. The asical heart 
rate was 120 per minute. Heart sounds were muffled, and a 
protodiastolic gallop could be heard at the apex. Both pul- 
monary fields were entirely filled with moist, bubbling rales. 
Oxygen was administered immediately through a nasal catheter. 
Caffeine and nikethamide administered intravenously seemed to 
effect slight improvement in his general appearance. Amino- 
phylline, 744 grains (0.48 Gm.) in 20 cc., was started intra- 
venously. After 15 cc. (0.36 Gm.) had been injected at a 
“slow” but unmeasured rate, the patient suddenly gasped and 
became livid. He clutched at his chest and gasped for air. 
The needle was immediately withdrawn, The patient stiffened 
and had two brief generalized convulsions. The heart sounds 
at this time could not be heard. He then became limp. Arti- 
ficial respiration and intracardiac injection of epinephrine failed 
to revive him, and he was pronounced dead twenty-five minutes 
after arrival on the ward. 


Case 2.—J. Z., a 54 year old white man, entered the third 
medical service Oct. 16, 1946 because of crushing substernal 
pain of one hour’s duration. He was apparently in perfect 
health until one hour prior to entry when, wlile sitting quietly 
at work, he was suddenly seized with a “smothering” sensation 
beneath the sternum. He became apprehensive and covered with 
cold perspiration. The smothering sensation gradually changed 
to a crushing, substernal, nonradiating pain. With this he felt 
extremely short of breath. He was then rushed to the hospital. 

He was a slightly obese, cold, cyanotic, middle-aged man, 
perspiring profusely. Pulse and blood pressure could not be 
obtained. Heart sounds were distant and the rate was 120 ‘per 
minute. Rhythm was regular. The heart did not appear 
clinically to be enlarged. There were fine, moist rales at both 
bases. An electrocardiogram taken soon after entry showed 
changes consistent with an acute anterior myocardial infarction. 
He was given oxygen by nasal catheter, atropine, 499 grain 
(0.06 mg.) and merperidine hydrochloride, 100 mg. intramus- 
cularly. After receiving papaverine, 1 grain (6( mg.), intra- 
venously, he appeared more comfortable, the radial pulse could 
be felt, and the general picture ppeared much more encouraging, 
although the blood pressure was still unobtainable. Intravenous 
injection of aminophylline, 7% grains (0.48 Gm.) in 20 cc., 
was begun at a “slow” but unmeasured rate. After 10 cc. 
(0.24 Gm.) had been injected, the patient suddenly clutched 
at his chest and gasped, becoming deeply cyanotic. The needle 
was immediately withdrawn from the vein. He continued to 
gasp spasmodically, using all accessory muscles of respiration, 
and a white froth appeared on his lips. Heart sounds at this 
time could not be heard, and the pulse was again unobtainable. 
Gasping inspiratory movements continued, at ever increasing 
intervals up to forty-five seconds, for approximately five min- 
utes. During this period there were three very briet generalized 
convulsions. In the meantime artificial respiration was main- 
tained, and 1 ce. of 1: 1,000 epinephrine was injected into the 
heart without benefit. Resuscitation measures were discon- 
tinued, and the patient was pronounced dead one hour and 
fifteen minutes after arrival on the ward. 

Case 3.—E. M., 31 year old Italian housewife, was admitted 
on May 21, 1946 to the first medical service for the fourth 
time since August 1945. Each admission was due to uremia 
on the basis of chronic pyelonephritis, accom:anied by severe 
anemia, albuminuria and a fixed urinary specific gravity. On 
her final admission the findings were essentially the same, with 
nonprotein nitrogen climbing from 186 to 283 mg. and carbon 
dioxide-combining power remaining at 19 to 23 volumes per 
cent despite intravenous administration of lactate 

Shortly after entry a pericardial friction rub became audible 
and steadily increased in intensity. Uremic frost soon appeared 
on her skin. Peripheral edema ‘ncreased, and on the second 
It was felt 


hospital day acute pulmonary edema developed. 
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that rapid digitalization might afford temporzry relief. (She 
had had no previous digitalis.) Aminophylline, 7% grains (0.48 
Gm.) in 20 cc., was mixed with 1 ce. (0.65 mg.) of strophanthin. 
This mixture was injected “slowly” although not at a measured 
rate, into the left antecubital vein. After approximately 5 cc. 
(0.11 Gm. of aminophyllin. and 0.15 mg. of strophanthin) 
had been injected, the patient’s eyes rolled upward, her left 
arm began to twitch spasmodically, and she progressed into 
a generalized convulsive seizure of short duration. At this 
time no pulse could be felt or heart sounds heard. Her entire 
bodv remained ~igid thereafter, and despite artificial respiration, 
ahout one minute later respirations also ceased. 


COMMENT 


It is to be emphasized that in all of these occasions the 
intravenous injection of aminophylline was associated with sud- 
den exitus in patients who vere not moribund at the beginning 
of the injection. All had previous evidence of coronary disease 
or severe myocardial da-nage with failure. The mode of death 
suggested cardiac standstill or ventricular fibrillation. It is 
recognized? that aminophylline has a Cirect stimulating effect 
on the myocardium, that it increases cardiac work and that it 
is a coronary vasodilator. The question has been raised ? 
whether the coronary vasodilating effect of aminophylline is 
simply a response to increased metabolic demands of the myo- 
cardium comparable to the reaction to epinephrine. Even if 
increased metabolic requirements are not the only factor by 
which aminophylline produces coronary vaso‘ilatation, if the 
coronary arteries are incapable cf di.ating sufficiently to keep 
pace with the enhanced m avolic demands, any drug which 
stimulates the myocardium may precipitate coronary insuffi- 
ciency. In the presence of occlusive coronary disease such a 
drug might favor the development of ectopic arrhythmias such 
as is observed, for example, after the injection of epinephrine. 
Merrill,* in commenting on “is experiences with intravenous 
adininistration of aminophylline, stated that “the suddenness of 
the death resembles that seen when epinephrine hydrochloride 
has been given undiluted intravenously, in which case death 
has been due to ventriculcr fibrillation.” 

The fact that the sudden death occurring in association with 
the intravenous injection of organic mercurial-theophylline com- 
pounds appears to be cue to ventricular fibrillation’ raises 
the interesting question whether the theophylline component 
could-be the exciting factor in provoking abnormal ventricular 
irritability. However, clinical experience has shown that sudden 
death may occur with intravenous injection of organic mer- 
curials not containing theophylline,“ and experimental obser- 
vations on cats *¢ indicate that adding theophylline to an organic 
mercurial does not appear to enhance its effect on ventricular 
irritability. 

The total dose of aminopi.ylline administered does not seem 
to be important, within -herapeutic limits, the fatal dose having 
varied from 0.1 Gm. to 0.30 Gm. It is quite possible that the 
speed of injection is more important. It has been repeatedly 
observed that too rapid intravenous injections of aminophylline 
may evoke toxic symptoms referable to the central nervous 
system (hyperpnea, vertigo, faintness). In the 3 cases cited 
in this paper the injections were not timec with a watch 
although the interns who gave them stated that they 


were 
viven “slow ly.” 
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If aminophylline were a dangerous drug to give intravenously, 
one would have expected more ‘eports of disasters attending 
its use. Allergists who have used ‘t frcely for years in the 
treatment of bronchial asthma report no serious toxic reactions 
to it. Our experience may mean, however, tha* in the presence 
of coronary disease an additional hazard is present which 
necessitates caution and very slow injection. 


SUMMARY 

Three cases of sudden death in association with the intra- 
venous injection of aminophylline are reported. The possible 
mechanism of death is discussed. 


Council on Physical Medicine 


— 


The Council on Physical Medicine has authorised publication 
of the following reports. Howarp A. Carter, Secretary. 


FIBERGLAS-FILLED SLEEPYTIME 
PILLOW ACCEPTABLE 


Manufacturer: The P. R. Mitchell Company, Spring Grove 
and Harrison Avenues, Cincinnati 22. 

The Fiberglas-Filled Sleepytime Pillow is designed for the 
use of patients who are allergic to feathers and other materials 
that might ordinarily be used in stuffing pillows. The material 
used in the present case is essentially glass in the form of fibers 
about 2 microns in average diameter. Fibers of this thickness 
or less under these conditions 
do not break easily and are ex- 
tremely resilient. The latter fact 
is conveniently demonstrated by 
the ease with which the pillow 
fluffs up and returns to its origi- 
nal size when shaken. The re- 
sistance of the fibers to fracture 
under these conditions was dem- 
onstrated by a test in which a 
bowling ball (weight, 7.5 Kg.; 
diameter, 20 cm.) was allowed to fall on the pillow some 50,000 
times. Afterward, comparison of the contents of the pillow with 
untested controls showed no appreciable difference between them. 

The investigator for the Council reported that the pillows 
were well made, that the ticking was of good quality and that 
the amount of filling seemed to be right for a patient's comfort. 

The Council voted to include the Fiberglas-Filled Sleepytime 
Pillow in its list of accepted devices. 


Fiberglas-Filled Sleepytime 
Pillow 


EMERSON LUNG IMMOBILIZING 
CHAMBER ACCEPTABLE 


Manufacturer: J. H. Emerson Company, 22 Cottage Park 
Avenue, Cambridge, Mass. 


The Emerson Lung Immobilizing Chamber is essentially a 
horizontal, cylindrical chamber, large enough to enclose a human 
adult completely and equipped with a pump that applies alternat- 
ing positive and negative pressures to the entire body. Although 
at first sight similar to the tank type of respirator, it operates 
on a radically different principle developed by Barach. 


To illustrate this principle one may imagine an open bottle 
standing under a large bell jar; if air is removed from the bell 
jar, the air in the bottle participates in the expansion of the 
air outside the bottle, and there is a movement of air outward 
through the neck of the bottle. In the same way, if the human 
subject is entirely inside the chamber, pumping some of the air 
out of the chamber must result in the expansion of the air in 
the patient’s lungs and there must follow a movement of air 
outward through the patient’s trachea. When air is readmitted 
to the chamber, especially under positive pressure, there will 
be some compression of the air in the patient’s lungs and an 
inward movement of air through his trachea. These movements 
of air in and out of the patient’s lungs need not be accompanied 
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by movements of either the diaphragm or the thoracic wall if 
the alternations of pressure are sufficiently slow. If the alter- 
nations are fast, however, certain dynamic factors have to be 
taken into account in order to hold the diaphragmatic and 
thoracic movements in abeyance. The Emerson Lung Immo- 
bilizing Chamber is designed to do this by timing the pressure 
changes on successive parts of the body; it thus solves the 
problem of making air move in and out of the patient’s lungs 
while the lungs are actually motionless. It is assumed that 
immobilization promotes localization and healing of disease 
processes in the lungs. 

The idea was commented on editorially in THe JouRNAL OF 
THE AMERICAN Mepicat Assoctation, Feb. 2, 1946, page 281. 
The manufacturer claims only that when a patient is enclosed 
in it the device will provide alternating positive and negative 
pressures both at the nose and mouth and at the chest of the 
patient, amounting to about 55 mm. of mercury positive and 
55 mm. negative, at about 25 cycles per minute. These posi- 
tive and negative pressures arrive at the head region (nose and 
mouth) a fraction of a second before they arrive at the surface 
of the chest. 

This delay is an essential feature of the apparatus and is 
achieved by means of a partition that separates the head com- 
partment from the body compartment. Air from the motor- 
blower unit enters the head end of the chamber and has to pass 
through an adjustable opening at the level of the neck to reach 
the body compartment. In this way the pressure arriving at 
the inner surface of the chest wall and the upper surface of the 
diaphragm is made equal to that 
which is exerted on the outer sur- 
face of the thorax and abdomen. 
The difference in pressure needed 
to overcome resistance in the tra- 
cheobronchial tree, according to 
Barach, was found to be 4 to 10 
cm. of water in the majority of 
cases of pulmonary ‘tuberculosis. 
By delivering the air wave to the 
head end of the chamber before 
entrance into the body compart- 
ment, the application of pressure on 
each side of the chest wall is also 
made simultaneously. Observation 
of patients with pulmonary tuber- 
culosis enclosed in a chamber of this type revealed no chest 
movement. This has been demonstrated by visual observation, 
moving pictures and x-ray of the chest during positive and nega- 
tive phases of pressure. 

By adjusting the size of the opening between head and body 
compartments, it is possible to accommodate somewhat to varia- 
tions in the resistance to the movement of air in the patient’s 
respiratory passages. There is a limit to this, however, and it 
is stated that immobilization of the lung cannot be obtained in 
patients with bronchial asthma, pulmonary emphysema, pulmo- 
nary fibrosis, or in any case in which respiratory obstruction is 
present. 

The apparatus worked well in the hands of a clinician who 
investigated it for the Council. One patient had marked claus- 
trophobia and was much upset when he was placed in the 
chamber. In spite of reassurance, the man persistently got 
very excited while in the chamber, so that after a few trial 
treatments the investigator decided to discontinue them. In 
general, the investigation revealed that there is a sensation of 
complete relaxation, and this persists for some time after the 
patient leaves the chamber. As soon as the patient is discon- 
nected from the chamber he promptly resumes spontaneous 
breathing. A study of the heart rate revealed that there is a 
definite slowing of the pulse rate of 10 to 15 beats per minute. 
The blood pressure shows a tendency to fall from 10 to 30 mm. 
of mercury pressure, and return to the original level within an 
hour after the treatment. Electrocardiographic studies of the 
heart before, during and after the treatment reveals no appre- 
ciable change, except an increase in the amplitude of the T wave 
after the treatment. 

The chamber is air-conditioned by thermostatic control of 
temperature which can be regulated from the inside. “Portholes 
are present that can be opened by the patient in the event that 


Emerson Lung Immobilizing 
rT. 


COUNCIL ON PHARMACY AND CHEMISTRY 399 


the circulation of air stops through turning off of the electricity 
or other reason. The chamber is equipped with a talking device 
by which the patient may communicate to the outside or listen 
to the radio. 

The Council on Physical Medicine voted to include the Emer- 
son Lung Immobilizing Chamber in its list of accepted devices. 


Council on Pharmacy and Chemistry 


A STATEMENT 


When the American Medical Association was reorganized in 
1901 leaders of the profession recognized the responsibility it 
must assume to protect its members from misleading and, at 
times, dangerous medical advertising. In 1905 the Council on 
Pharmacy and Chemistry was formed; its members were charged 
with the establishment of a series of principles that would aid 
in differentiating between useful and useless drugs, between those 
sold with honest and dishonest claims; between those based on 
scientific evidence and those sold without such evidence. 

By action of the House of Delegates, the advertising pages of 
THE JOURNAL were subjected to painstaking scrutiny ; as a result 
many advertisements were deleted. The elimination resulted in 
considerable financial sacrifice. Editorially and by its actions 
THe JourNAL wholeheartedly supported the principles estab- 
lished by the Council on Pharmacy and Chemistry. 

As might have been expected, the Board of Trustees and other 
officers of the Association were bitterly attacked, criticized and 
condemned for this action that was motivated only by a desire 
to further medical progress. The General Manager and Editor 
of THE Journat, Dr. George H. Simmons, was caricatured and 
subjected to vilification. Dr. Frank Billings was threatened 
with libel suits; some members of the Council were subjected 
to intimidation. Yet neither THe JourNat nor the officers of 
the Association wavered in their decision. Never once did any 
official of the Association attempt to make the Council deviate 
from the decisions it believed warranted. 

With hearty appreciation the members of the Council record 
this acknowledgment of cooperation. At times decisions were 
made with the realization that their significance would not be 
fully apparent without careful study. The supporters of the 
Council, who now include a vast majority of the members of 
the Association, have shown no indication of a desire that it 
relax or relinquish its activities. Without this support the 
Council’s work would have been much more arduous, perhaps 
some of it even impossible. 

Until recently only two of the state medical journals, those 
of New York and Illinois, were not members of the Cooperative 
Medical Advertising Bureau which follows the standards estab- 
lished by the Council in its acceptance of advertising. More 
recently two others, California and Rhode Island have been 
added to the list of those that do not enjoy membership in the 
Cooperative Medical Advertising Bureau. This failure to main- 
tain membership in the Bureau that follows Council standards 
is an action the Council greatly regrets, believing, as it must, 
that physicians who are members of the American Medical 
Association recognize the scrupulously judicious and scientific 
attitude with which it attempts to administer its obligation. 

The Council on Pharmacy and Chemistry wishes to express 
its appreciation of the help afforded by the Board of Trustees, 
Tue JouRNAL and other mutually interested units of the Ameri- 
can Medical Association. Such unswerving assistance has been 
the nucleus of an understanding that has withstood all attacks 
in the past and must continue to do so in the future. 


Davin P. Barr, M.D. Rovert F. Loes, M.D. 
PauL R. Cannon, M.D. Perrin H. Lone, M.D. 
Epwarp D. Cuurcuitt, M.D. G. W. McCoy, M.D. 

S. W. Crausen, M.D. Stuart Mupp, M.D. 
Morris Fisupern, M.D. E. M. Netson, Ph.D. 

E. M. K. Gerine, M.D. Austin M.D. 
Cuesrer Scott Keerer, M.D. Toratp So_tMANN, M.D. 
C. Guy Lane, M.D. Isaac Starr, M.D. 

James P. Leake, M.D. W. Barry Woop Jr., M.D. 
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SCIENTIFIC MEDICAL ADVERTISING 

On page 399 of this issue of THe JOURNAL appears 
an official statement by the Council on Pharmacy and 
Chemistry of the American Medical Association rela- 
tive to the advertising in medical periodicals of products 
which have been considered by that Council. For almost 
fifty years the Council on Pharmacy and Chemistry 
has had the support of the House of Delegates of the 
American Medical Association, which has spoken with 
one voice as the representative body in American medi- 
cine to indicate that the vast majority of American 
physicians want to use pharmaceutical products of 
known composition sold without false, fraudulent or 
exaggerated claims. The Council was established in 
February 1905 and has served notably for the advance- 
ment of medical science and particularly for scientific 
therapy since that time. The position that it occupies 
in American medicine has been the envy of medical 
leaders in every country in the world. Its work has 
received the endorsement of governmental agencies 
engaged in similar efforts. In brief, the Council pro- 
motes basic or fundamental research on the use of new 
products and technics, evaluates the laboratory and 
clinical evidence offered on behalf of pharmaceutical 
products and encourages the use of rational therapeutics 
while discouraging the use of irrational preparations 
and technics. 

Occasionally the work of the Council on Medical 
Education and Hospitals, the Council on Pharmacy 
and Chemistry and similar committees and councils 
comes into conflict with vested interests, private agencies 
and commercial organizations, which do everything 
possible to defeat its idealistic objectives. The rapid 
growth both in circulation and influence of THE 
JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION has 
sometimes made it the target of attack of privately 
owned medical publications. Some of the publications 
of state medical societies found it difficult in the past 
to maintain their incomes because these publications, 
like THe JoURNAL OF THE AMERICAN Mepicat Asso- 
CIATION, wished to meet the ethical standards which 
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were an integral part of the advancement of American 
medicine. From Dr. J. N. McCormack of Kentucky 
about 1910 the House of Delegates received a resolution 
urging the Board of Trustees to give every possible 
aid to the state medical journals to permit them 
to advance coincidentally with the national publications 
of the Association. As a part of this effort, the head- 
quarters of the American Medical Association developed 
a system of sending to all of the state medical jcurnals 
weekly abstracts of the original articles published in 
THE JouRNAL and also condensations of the actions of 
its official bodies and of the editorials in THE JouRNAL. 
From this effort ultimately developed the American 
Medical Association’s news and press sheet, which is 
now being sent not only to all of the medical publica- 
tions of the country but also to the lay press as well. 
Next came a motion to create a bureau of advertising 
to aid the periodicals that wished to conduct themselves 
in accord with the principles of the councils of the 
American Medical Association. 

The Board of Trustees in 1913 established the 
Cooperative Medical Advertising Bureau to aid the 
state medical journals in securing acceptable advertis- 
ing. At first the movement was heartily welcomed by 
the publishers of the state medical periodicals. Then, 
for various reasons, some leaders of state medical soci- 
eties began to urge those responsible for the administra- 
tion of these societies to discontinue the relationship of 
the state medical journals with the Cooperative Medical 
Advertising Bureau and to substitute therefor inde- 
pendent committees and agencies. Most persistent in 
the failure to function with the Cooperative Medical 
Advertising Bureau has been the /lilinois Medical 
Journal, which never has followed the standards of the 
various scientific councils of the American Medical 
Association in the acceptance of advertising. Second 
on the list is the New York State Journal of Medicine, 
which for a brief period agreed to abide by the decisions 
of the councils which differentiate scientific from 
unscientific products but which thereafter preferred to 
have the profits to be derived from the publication of 
advertisements of unaccepted products. More recently 
the Rhode Island Medical Journal and California Medi- 
cine have defected from the standards of the councils and 
have established their own mechanisms for approving or 
disapproving advertisements which might be submitted 
to them or solicited by their independent advertising 
representatives or agencies. Presumably the decisions 
rest in each instance on the actions of special commit- 
tees on publications and on the subsequent endorsement 
of the actions of these committees by the councils of 
the societies. 

The first issue of California Medicine following its 
resignation from the Cooperative Bureau was its issue 
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for October 1947. In that issue appeared the announce- 
ments of a dozen products which had not been accepted 
by the Council on Pharmacy and Chemistry. By 
January 1948 the number had increased to more than 
twenty-five products. Moreover, some of the ethical 
manufacturers who- regularly submit through the 
Cooperative Medical Advertising Bureau products 
accepted by the councils for advertising in state medical 
journals apparently gave to the California, Illinois, New 
York and Rhode Island journals almost wholly products 
that were not accepted. Of course the California 
journal is still in the amateur stage as far as this 
debarkation into the promotion of unscientific products 
is concerned; perhaps it can learn from Illinois and 
New York, since their lists have been more expansive 
and extensive than those of California and Rhode Island. 
Rhode Island’s small membership makes it less attrac- 
tive as a medium for advertising to the medical pro- 
fession; therefore, it may have far more to lose than 
to gain by its departure from the Cooperative Medical 
Advertising Bureau. 

THE JOURNAL commented on this situation previously 
in October 1943. At that time THe JOURNAL pointed 
out that the battle for scientific therapy is a difficult 
one. As long as any considerable part of the medical 
profession helps to extend the blight of the falsely 
exploited proprietary medicine, this battle is more diffi- 
cult. In any war the most dangerous attack is the 
attack from the inside; the story of the Trojan horse is 
too well known to require repetition. The threat most 
difficult to meet is the threat from those who are pre- 
sumed to be friends. The time should long since have 
passed when leaders of medical organizations consent 
to permit the exploiters of unscientific proprietary 
remedies to pay the bulk of the cost of publishing and 
printing medical journals that are supposed to rep- 
resent scientific medicine. Our state societies need 
efficient executive offices, public relations services and 
all the other mechanisms that have come to be a part 
of efficient operation, but they should not hope to pay 
for such procedures by the profits derived from 
unscientific exploitation of their membership and of 
their public who depend on that membership. Are the 
business managers or committees of the four medical 
journals that have been listed better equipped to judge 
what is scientific and honest in materia medica and thera- 


peutics than are the Council on Pharmacy and Chemis- . 


try’ The vast majority of physicians in the United States 
do not think so. The responsibility rests, however, not 
on these employees of these organizations but on the 
physicians who constitute their committees of publica- 
tions, on the councils of the societies that endorse the 
actions of these committees and, finally, on the houses 
of delegates of these state societies that have not 
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apparently given sufficient thought to the extent to 
which they also share in the perpetuation of fraudulent 
and unscientific preparations and commercialized medi- 
cine. Nothing is so important to medicine today as its 
good name. That good name is its most important asset 
when it comes before the bar of public opinion. 


PROTEINS AND AMINO ACIDS IN SURGERY 

An important advance in surgery is the recognition 
of the relation of the patient’s state of nutrition to his 
chances of withstanding the shock of operative pro- 
cedures, of resisting postoperative infection, of achiev- 
ing primary closure of operative wounds and of 
avoiding postoperative complications. Recently the 
concept of protein deficiency as an important factor 
in the complications of surgery has received increasing 
recognition. 

Hoffman? presented a critical review discussing the 
role of proteins and amino acids in surgery. Several 
circumstances may lead to a protein deficiéncy in the 
preoperative and postoperative surgical patient: (1) 
decreased dietary intake of protein as in famine, pov- 
erty, obstructive conditions in the gastrointestinal tract 
and repeated vomiting; (2) decreased absorption of 
protein as in diarrheal states or ulcerative disease of 
the intestine and in conditions associated with diver- 
sion or absence of pancreatic juice or bile from the 
intestinal tract; (3) decreased formation of blood pro- 
teins due to disease of the liver; (4) increased loss of 
protein as in kidney disease, burns, hemorrhages, 
excessive vomiting or diarrhea or through suction 
drainage through enteric tubes, and (5) increased 
requirements of protein as in hyperthyroidism, fever, 
pregnancy and leukemia. 

The clinical manifestations of protein deficiency 
include peripheral edema in the dependent portions of 
the body and the regions of low elastic tissue pressure. 
Edema of the lungs and edema of the intestine, par- 
ticularly at the site of stomas, occur commonly. Other 
manifestations are diminished intestinal motility often 
with distention, delayed wound healing, hepatic dam- 
age, increased susceptibility to infection, shock, anemia 
and increased tendency to thrombosis and embolism. 

The determination of concentration of total serum 
proteins can be used as a reliable index of the state of 
protein nutrition, The normal serum protein concen- 
tration ranges from 6.5 to 8.0 Gm. per hundred cubic 
centimeters, but here a note of caution is necessary : 
if there is a decreased plasma volume this value is not 
entirely reliable. In such circumstances it may be 
necessary to ascertain the total circulating protein by 
determining the plasma volume by one of the dye 
methods and multiplying this value in cubic centimeters 
by the concentrations of protein in grams per cubic 
centimeter. 


1. Hoffman, W. S.: The Clinical Significance of Proteins and Amino 
Acids in Surgery, J. Internat. Coll. Surgeons 10: 492 (Sept.-Oct.) 1947. 
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The treatment suggested by Hoffman ' for the patient 
with depleted protein stores is a diet high enough in 
protein to produce a positive nitrogen balance. As 
much as 125 Gm. of protein may be given daily using 
ordinary foods; unfortunately, in most cases of protein 
deficiency, even if the patient is able to take food orally, 
the limitations of appetite and volume capacity of the 
stomach make a high intake of natural foods impossible. 
By using concentrated protein foods such as dried 
whole milk, soybean powder, dried brewers’ yeast or 
one of the powdered protein concentrates prepared from 
lactalbumin or hydrolysates of casein the protein of the 
diet may be increased to 300 Gm. per day without 
increasing the bulk of the diet. 

In those patients unable to take adequate quantities 
of protein by mouth, the parenteral administration of 
mixtures of amino acids has been successful. Patients 
can be maintained in positive nitrogen balance for.a 
limited period with hydrolysates of casein as the sole 
source of nitrogen. Clinical experience indicates that 
parenteral injections of amino acids are an important 
nutritional advance but are impractical when used as 
the only source of nitrogen for long periods of time. 
When they are used to supplement transfusions and 
high oral nitrogen intake, much better and faster clini- 
cal improvement is achieved. 

Factors which limit the use of most of the available 
preparations for parenteral protein alimentation are the 
occurrence of headache, nausea, vomiting, flushing and 
venous thrombosis. These reactions are frequent when 
casein hydrolysates are given at rapid rates. Recent 
studies * in both dogs and human subjects indicate that 
giutamic and aspartic acids are responsible in part 
for these reactions, which result from the intravenous 
administration of casein digests; amino acid mixtures 
with little or none of these dicarboxylic acids are well 
tolerated. 

With casein hydrolysates, the giving of enough mate- 
rial intravenously to supply the nitrogen and caloric 
needs is difficult. Available indicates that 
approximately 1,000 calories plus adequate biologically 
utilizable nitrogen per day is adequate to produce nitro- 
gen balance. However, there are few data regarding the 
optimum daily caloric intake necessary to produce the 
most efficient retention of nitrogen in patients in various 


evidence 


Future advances in the sci- 
ence of nutrition will probably provide the surgeon with 
means of reducing the surgical risk and increasing the 
rate of recovery from surgical operations. 


protein deficiency states. 


2. Madden, S. C.; Woods, R. R.; Shull, F. W.; Remington, J. H., 
and Whipple, G. H.: Tolerance to Amino Acid Mixtures and Casein 
Digests Given Intravenously; Glutamic Acid Responsible for the Reac- 
tions, J. Exper. Med. 81:439, 1945. Unmna, K., and Howe, E. E.: 
Toxic Effects of Glutamic and Aspartic Acid, Federation Proc. 41: 138, 
1945. Smyth, C. J.; Levey, S., and Lasichak, A. G.: The Relationship 
of Glutamic and Aspartic Acids to the Production of Nausea and Vomit- 
ing in Man, Am. J. M. Sc. 214: 281-285 (Sept.) 1947. 
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Current Comment 


UTILIZATION OF ASCORBIC ACID 


With the advent of vitamins in chemically pure form, 
the question has naturally arisen regarding the com- 
parative nutritive value of the natural versus the syn- 
thetic forms of vitamins. Not only has there been 
presumptive superiority of certain of the vitamins as 
they occur in natural fruits and grains, but a recent 
report ' describes the considerably greater vitamin C 
(ascorbic acid) potency of natural and fortified orange 
juices when assayed by the dental biologic assay than 
could be accounted for by the ascorbic acid determined 
therein by quantitative chemical analysis. Melnick and 
his co-workers? have thrown light on this general 
problem by reexamining the comparative stability of 
ascorbic acid in aqueous solution and in apple juice. 
Under controlled conditions of hydrogen ion (py) and 
initial concentration, the vitamin C in apple juice is far 
more stable when stored at high summer temperature 
than is the ascorbic acid in aqueous solution under like 
conditions. However, when the availability to the 
organism and the influence on the response to test doses 
of ascorbic acid was studied in human subjects, there 
was little if any difference in the behavior of the agent 
administered in water or that given in apple juice. 
Not only can apple juice be safely fortified with vita- 
min C, but also synthetic ascorbic acid administered 
for therapeutic purposes is absorbed and utilized by 
the body as well as that from natural sources. 


FEDERAL TRADE COMMISSION SURVEYS 
ADVERTISEMENTS 


The Federal Trade Commission’ conducts a con- 
tinuing survey of radio and periodical advertising to 
detect advertisements that may be false or misleading. 
During the last fiscal year 412,950 newspaper and other 
periodical advertisements and 641,402 radio commercial 
continuities were examined, and thousands of adver- 
tisements and broadcasting statements were designated 
for further study. Analysis of these questioned adver- 
tisements disclosed that 55.8 per cent of them pertained 
to drugs, 16.9 per cent to cosmetics, 5.9 per cent to 
food (human and animal), 2.2 per cent each to tobacco 
products and devices, 2 per cent to automobiles, radios, 
refrigerators and other equipment, 1.4 per cent to 
specialty and novelty goods, 1.1 per cent to home study 
courses and 12.5 per cent to miscellaneous products. 
These percentages seem to confirm the opinion that the 
drug business is by far the most usual approach to 
misleading advertisements. However, the special inter- 
est of investigators in health and the possibility of 
developing scientific evidence to support or deny claims 
may have been important factors. 


1. Crampton, E. W., and Burton, B. W.: Fed. Proc. 5: 230, 1946. 

2. Melnick, D.; Hochberg, M., and Oser, B. L.: J. Nutr. 34: 409 
(Oct.) 1947. 

1. Annual Report of the Federal Trade Commission for the Fiscal Year 
Ended June 30, 1947, Washington, D. C., Government Printing Office. 
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ORGANIZATION SECTION 


Official Notes 


“PHYSICIANS AND SCHOOLS” 


A brochure outlining the relationship of the physician to the 
school health and physical education program is now available 
for distribution by the Bureau of Health Education. 

The pamphlet is entitled “Physicians and Schools” and is the 
report of the National Conference on this subject held at High- 
land Park, Ill, October 1947. Recommendations on school 
health services, school health studies, inservice and preservice 
education and medical guidance in physical education and ath- 
letics are made. 

A complimentary copy will be sent to physicians, teachers and 
public health workers on request. Additional copies will be 
priced at 25 cents each. 


TELEVISION PROGRAMS EXTENDED 


Since late autumn weekly health news telecasts have been 
presented over station WBKB, Chicago, by the Bureau of 
Health Education. Recently arrangements were completed to 
present weekly educational programs over this station, as a 
result of allotment of more time. The health news presentations, 
consuming from five to eight minutes, were based on items con- 
tained in the weekly newsletter of the American Medical Asso- 
ciation. Frequently it was possible to have special scripts pre- 
pared to read over a silent film. The new educational pro- 
gram represents more active participation, since heretofore these 
were given at two week intervals. Presentation time has been 
extended to fifteen minutes. Following are subjects to be tele- 
cast in February: 

February 9—School health inspection. 


February 16—Smoke pollution. 
February 23—Visual education. 


RECORDING MEMBERSHIP AND FELLOWSHIP 
IN THE NEW DIRECTORY 


The Information Cards received from physicians who 
have listed their data for the new, Eighteenth Edition 
of the “AMERICAN MEDICAL DIRECTORY,” indicate 
increasingly that many are not aware of the difference 
between “Membership” and “Fellowship” in the Ameri- 
can Medical Association. 


Here are the official definitions: 


Every MEMBER in good standing in the constituent 
medical association of the state in which he is 
engaged in practice whose name is officially reported 
to the Secretary of the American Medical Associa- 
tion for enrolment becomes automatically a MEM- 
BER of the American Medical Association and is not 
called on, as such, to pay any dues or to contribute 
financially to the Association. 


MEMBERS of the American Medical Association are 
eligible to apply for FELLOWSHIP. 


To qualify as a FELLOW, a MEMBER in good stand- 
ing is required to make formal application for 
FELLOWSHIP, to pay FELLOWSHIP dues and to sub- 
scribe for The Journal. Applications must be 
approved by the Judicial Council. Fellowship dues 
and subscription to The Journal are both included 


in the one annual payment of $12, which is the 


cost of The Journal to subscribers who are not 
FcLLOWS. 


MEMBERS of constituent state medical associations 
pay dues to those bodies, but as MEMBERS they 
pay nothing to the American Medical Association. 
FELLOWS pay dues and subscription to The Journal 
in the sum of $12 a year, which has nothing to do 
with county or state dues. 


According to an amendment to the By-Laws of the 
American Medical Association, no physician may be 
officially recorded as a MEMBER of the American 
Medical Association except on the basis of member- 
ship in one constituent state medical association, and 
that one the association of the state in which the 
physician concerned maintains legal residence and 
engages in the practice of medicine. 


Each Fellow receives a Fellowship Card from the 
Association annually as payment of his dues is recorded, 
which card is presented for admission to the Annual 
Meetings of the Association. 

Physicians who are eligible for Fellowship should 
make formal application immediately so that they may 
attend the Chicago Session and so that a record of 
their Fellowship may be received in time to include the 
Fellowship symbol in their data listed in the new 
“AMERICAN MEDICAL DIRECTORY.” 


Washington Letter 
(From a Special Correspondent) 

Feb. 5, 1948. 

This Session of Congress | 
This session of Congress ordinarily would be a short session 
because of the coming election, but there is so much legislation 
demanding immediate attention that it is doubtful if adjourn- 
ment will come before July 1. A number of items on the con- 
gressional program will be considered more urgent than welfare 
or health, but the subjects must receive consideration, as indi- 
cated in the President's message on the State of the Union. The 
matter of the creation of an executive department of health with 
cabinet status may be deferred until after the Hoover Commis- 


sion makes its report on streamlining the Executive Department. 
At the close of the hearings on S. 545 and S. 1320, the Senate 
Committee on Labor and Public Welfare will have to decide 
whether to report out either or both of the bills. If it does not 
take such action before the close of the session, the bills will 
be dead. The House has not indicated any action on H. R. 3548 
(Dingell) the companion to S. 1320. S. 545 has no companion 
bill in the House. 


The President’s Budget Message 
The 1949 budget suggests expenditures for social welfare, 
health and security estimated at $2,028,102,127, including 
$116,000,000 for financing proposed legislation. The estimate 
involves increases for public health and public assistance pro- 
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grams and initial cost of the proposed health insurance program. 
The recommendations for a health insurance program contem- 
plate a total initial payroll tax of 0.5 of 1 per cent of the 
individuals’ salaries up to $4,800 a year, effective Jan. 1, 1949, 
to furnish a basis for establishing eligibility for benefits and to 
build up an operating reserve. Permanent rates, to make the 
program mainly self financing, would be set up in a year or two. 

Included in the budget is an increase for education and general 
research which results mainly from the proposed grants by the 
federal government to states to aid elementary and secondary 
education and from the proposed establishment of a National 
Science Foundation. The budget estimates assume the creation 
of the National Science Foundation; passage of such legislation 
was again urged. For the hospital and medical care of the 
Veterans Administration $615,000,000 is estimated. The operat- 
ing expenses of this program will increase substantially because 
of the steady rise in patient load. The outpatient care program 
will cost slightly less than in the current year. 

The President in his message stated that he intends shortly 
to discuss, in a special message to Congress, proposals that 
would have immediate fiscal effects on the following items: the 
extension coverage of old age and survivors’ insurance; increase 
in individual benefits; provision for a national system of health 
insurance and improved services and facilities for public health 
and medical care, and extension of unemployment compensation 
pertaining to federal aid for public assistance so as to relate 
them to the financial resources and needs of each state. 


Appointment of Dr. Magnuson as Veterans’ 
Medical Chief Applauded 

The appointment of Dr. Paul B. Magnuson of Chicago as 
medical chief of the Veterans Administration to succeed Dr. 
Paul R. Hawley has received favorable comment. Typical was 
that of George Beveridge in the Washington Evening Star: 
“A 63-year-old Chicago surgeon is visualizing a daring plan to 
make a Government hospitalization program the center of medi- 
cal progress in this country. He is Dr. Paul B. Magnuson, 
whose selection as medical director of the Veterans’ Administra- 
tion gives reason for elation among the Nation’s sick war veterans 
as well as its doctors.””. Dr. Magnuson places considerable stress 
on the hospital training program, which now has some two 
thousand young residents. Careful supervision is to be given to 
their training. The program has been extended through state 
and county medical societies permitting civilian physicians to 
take advantage of courses. The new director states: “Adequate 
and fast treatment of World War II veterans in hospitals and 
clinics now will save millions of dollars that otherwise will have 
to be poured into hospitals later. The American people are pay- 
ing for this program. They should know what it can do. Then, 
they must make up their minds whether they want to support it.” 


Incidence of Chronic Diseases 


Dr. P. S. Lawrence of the U. S. Public Health Service has 
just cb ton results of a study on the incidence rate of chronic 
disease requiring more or less regular care of a physician. The 
study shows that the rate starts to climb at the age of 45. The 
survey showed that at 25 years of age about 35 of every thou- 
sand persons have some chronic illness or major physical disa- 
bility. Then a gradual increase occurs to a rate of about 100 
cases per thousand at age 45. At age 60 there are some 250 
chronically ill persons per thousand, increasing during the next 
10 year age bracket to 400 per thousand. At 80 years of age, 
more than half of the group requires regular care of a physician, 
and the rate is more than 900 per thousand at age 90. Study 
of the figures also discloses that of every 1,000 persons who are 
well at 45 years of age, 100 during the subsequent five years 
will require medical attention for a chronic or major illness. A 
few will require almost constant medical care until death. The 
report shows that in nearly 25 per cent of the persons who are 
well at 60 years of age a chronic ailment will develop in the 
following five years. The survey showed that the total death 
rate for a twenty-five year period was about 178 fatalities per 
thousand, 196 among males and 158 among females. The study 
was based on a quarter of a century survey conducted among 
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the population of Hagerstown, Md. Health conditions of all 
persons of all ages among 2,000 white families were tabulated. 
The record was kept of what had happened to the group as a 
whole and to those in perfect health in 1923. 


Negro Veterans’ Hospital Authorized by House 
of Representatives 

A bill authorizing a $5,000,000 hospital for Negro veterans, 
to be erected at the birthplace of Booker T. Washington in 
Franklin County, Virginia, has been passed by the House of 
Representatives and sent to the Senate. Representative Edith 
Rogers, Republican of Massachusetts, chairman of the House 
Veterans Affairs Committee, said that the hospital would be of 
great benefit to Negro veterans, 50,000 of whom are in Virginia 
alone. Representative John Rankin, Democrat of Mississippi, 
supported passage of the bill to care for Negro veterans of not 
only Virginia but also West Virginia, eastern Tennessee and 
other nearby areas. A committee report on the bill stated that 
a hospital in Franklin County would be a “timely recognition” 
of the services rendered by Booker T. Washington, “one of the 
most outstanding leaders of the Negro race.” 


Red Cross Buys Forty-Three Thousand Transfusion Sets 

The American Red Cross has bought about 43,000 blood trans- 
fusion recipient sets from surplus stocks of the War Assets 
Administration. The sets, built for wartime use in the field, 
cost the government 90 cents each and were sold to the Red 
Cross for 10 cents each. The apparatus was new and was 
examined and approved by the U. S. Pure Food and Drug 
Administration. Sets, sealed in metal tubes, consist of glass 
filter housing, metal filter, one 3% foot (106.68 cm.) length of 


rubber tubing and one 18 gage, 1% inch (3.81 cm.) airway 
cannula needle. 


Coming Medical Meetings 


Annual Congress on Medical Education and Licensure, Chicago, Palmer 
House, Feb. 9-10. Dr. Donald G. Anderson, 535 North Dearborn St., 
Chicago 10, Secretary. 


American Association of Industrial 
March 28-April 4. Dr. 
Chicago 4, Secretary. 


American Nag of Allergists, New York, Hotel Pennsylvania, March 
2-1 Fred W. Wittich, 423 LaSalle ‘Medical Bidg., Minneapolis 2, 


Physicians and Surgeons, Boston, 
Frederick W. Slobe, 28 E. Jackson Blvd., 


Sec 


American Otorhinologic Society for the ou of Plastic and 
Reconstructive Surgery, Philadelphia, Feb. 26. orman N. Smith, 
291 Whitney Ave., New Haven 11, Conn., pothole 

American Society of Biological Chemists, Atlantic City, March 14-19. 
Dr. Otto A. Bessey, Public Health Research Institute, New York 19, 
Secretary. 


Association, 


Central Surgical Chicago, Drake Hotel, Feb. 19-21. Dr. 
Walter G. Maddock, 250 E. Superior St., Chicago 11, Secretary. 
Chicago Medical Society Annual Clinical Conference, Chicago, Palmer 


House, March 2-5. Dr. 


Willard O. Thompson, 30 N. 
Chicago 2, Secretary. 


Michigan Blvd., 


Dallas anes Clinical Society, Dallas, Texas, Hotel Adolphus, March 
15-18 . Glenn D. Carlson, 1133 Medical Arts Bldg., Dallas, Secretary. 


Michigan Postgraduate Clinical Conference, Detroit, Book-Cadillac Hotel, 
March 10-12. Dr. H. H. Cummings, 2014 Olds Tower, Lansing 8, 
Chairman. 


Mid-South Postgraduate Medical Assembly, Memphis, isarnd Feb. 10-13. 
Dr. Arthur F, Cooper, 1479 Carr Ave., Memphis, Secreta 


Missouri State Medical Association, St. Louis, Hotel Jefferson, ‘tical 14-17. 
Mr. T. R. O’Brien, 634 N. Grand Blvd., St. Louis 3, Exec. Secretary. 


National Conference on Medical Service, Chicago, Palmer House, Feb. 8. 
Dr. Edward F. Sladek, 232 E. Front St., Traverse City, Mich., Secretary. 


New Orleans Graduate Medical Assembly, New Orleans, Municipal Audi- 
torium, Feb. 23-26. Dr. Max M. Green, 1430 Tulane Ave., Room 105, 
New Orleans 13, Secretary. 


Pacific Coast Surgical Association, Los Angeles, Ambassador Hotel, Feb. 
24-28. Dr. Carleton Mathewson Jr., Stanford Univ. Hospital, San 
Francisco, Secretary. 


Tri- — Medical Association of the Carolinas and Virginia, Charleston, 
Fort Sumter Hotel, Feb, 9-10. Dr. James M. Northington, 306 
N. et St., Charlotte 2, Secretary. 


United States-Mexico Border Public Health Association, Laredo, Texas 
and Nueva Laredo, Mexico, March 20-22, M. F. Haralson, U. S 


Court House, El Paso, Texas, Secretary. 
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THE PHYSICIAN’S FEDERAL INCOME TAX 


Prepared by the Bureau of Legal Medicine and Legislation, American Medical Association 


Federal income taxpayers on a calendar year basis must on 
or before March 15 do two things: (1) they must file their 
final returns for the year 1947 and (2) they must file a declara- 
tion of estimated tax for 1948. 


WHO MUST FILE RETURNS 

A return must be filed by every citizen or resident of the 
United States whose total gross income in 1947 was $500 or 
more. Joint returns may be filed by husband and wife if (1) 
they were married at the end of the year and (2) both were 
citizens or residents of the United States. Such a joint return 
may be filed even though one spouse has neither income nor 
deductions. 


WHO MUST FILE DECLARATIONS OF ESTIMATES 


In addition to filing the final return for 1947, certain tax- 
payers must file on or before March 15 a declaration ot 
estimated tax for 1948. Such a declaration must be filed by 
a taxpayers if: 

(1) his gross income from wages or salary subject to withholding can 


reasonably be expected to exceed the sum of $5,000 plus $500 with respect 
to each exemption, except his own, or 


(2) his gross income which is not subject to withholding can reasonably 
be expected to exceed $100 for 1948 and his gross income from all sources 
can reasonably be expected to be $500 or more. 

A taxpayer, if necessary, may file one or more amended 
declarations during 1948 but only one in each calendar quarter. 
The last such amended declaration must be filed on or before 
Jan. 15, 

The estimated tax may be payable quarterly as it was in 1947, 
the final payment becoming due Jan. 15, 1949. 


TAX RATES AND EXEMPTIONS 

The normal tax rate remains at 3 per cent, but after the 
tentative tax is computed at this rate there is allowed a reduction 
of 5 per cent of the tax thus computed. The surtax rate begins 
at 17 per cent of the first $2,000 of surtax net income. As with 
the normal tax, after the tentative surtax is computed a reduc- 
tion of 5 per cent of it is permitted by the Revenue Act of 
1945. These rates apply in connection with 1947 income. They 
must also be used in the declaration of estimated tax for 1948, 
unless rates are changed by Congress prior to March 15. 

For both normal and surtax purposes, the exemptions are 
in the amount of $500 each for the taxpayer, for his or her 
spouse and for each dependent whose gross income is under $500. 

The determination as to whether a taxpayer is single or 
married is made as of the last day of the taxable year. There 
is no status determination date for dependents, the test being 
whether the taxpayer furnished over half of the support. 


GROSS AND ADJUSTED GROSS INCOMES 


Gross Income.—A physician's gross income is the total amount 
of money received by him during the year for professional ser- 
vices, regardless of the time when the services were rendered 
for which the money was paid, assuming that the return is on 
a cash receipts and disbursements basis, plus such money as 
he has received from investments and from other sources. 

If a physician receives a salary as compensation for services 
rendered and in addition thereto living quarters or meals, the 
value to the physician of the quarters and meals so furnished 
ordinarily constitutes income subject to tax. If, however, living 
quarters or meals are furnished for the convenience of the 
employer, the value thereof need not be computed and added 


to the compensation otherwise received by the physician. As 
a general rule, the test of “convenience of the employer” is 
satisfied if living quarters or meals are furnished to a physician 
who is required to accept such quarters and meals in order to 
perform properly his duties. For example, if a physician 
employed by a hospital is subject to immediate service at any 
time during the twenty-four hours of the day and therefore 
cannot obtain quarters or meals elsewhere without material 
interference with his duties and on that account is required by 
the hospital to accept the quarters or meals furnished by it, the 
value thereof need not be included in the gross income of the 
physician. 

Tuition payments and subsistence allowances for veterans 
made under the G. I. Bill of Rights are not taxable income. 
Mustering out payments are likewise nontaxable. 


Adjusted Gross Income.—Adjusted gross income is defined 
to mean gross income minus: 
(1) deductions attributable to a trade or business carried on by the 


taxpayer, if such trade or business does not consist of the performance of 
services by the taxpayer as an employee; 


(2) expenses of travel, meals and lodging while away from home, paid 
or incurred by the taxpayer in connection with the performance by him 
of services as an employee; 


(3) certain reimbursed expenses in connection with employment; 


(4) deductions attributable to property held for the production of rents 
or royalties; 


(5) depreciation or depletion allowed a life tenant of property or to an 
income beneficiary of property held in trust, and 


(6) losses from the sale or exchange of property. 


The adjusted gross income is to be used as a basis to deter- 
mine (1) the limitation on the deduction for charitable contribu- 
tions (15 per cent of the adjusted gross income), (2) the amount 
of the deduction for medical expense (excess over 5 per cent 
ot adjusted gross income), (3) the amount of the optional 
standard deduction the taxpayer may elect to take (10 per cent 
of adjusted gross income in certain income brackets), (4) 
exemptions in certain cases where joint returns are filed by 
husband and wife and (5) if the taxpayer may take advantage 
of the optional tax table devised for incomes under $5,000. 


OPTIONAL TAX TABLE 


li a taxpayer has an adjusted gross income of less than $5,000, 
he may if he so elects compute his tax by using the optional 
or alternative tax table. This table allows for the normal tax 
and surtax exemptions and for nonbusiness deductions approxi- 
mating 10 per cent of the adjusted gross income. The election 
may be exercised irrespective of the source of the income. This 
table may not be used if the adjusted gross income of the 
taxpayer is $5,000 or more, but in such cases an optional flat 
$500 deduction may be claimed in lieu of nonbusiness deductions 
generally, such as charitable contributions, interest and taxes. 
Such a taxpayer may elect to exercise this option or he may 
itemize such deductions as in prior years. The taxpayer who 
reports an adjusted gross income of less than $5,000 a year 
will not be allowed the standard deduction as a separate item. 
Its benefits may be obtained only by using the optional tax 
table, which, as already indicated, assumes that the user of the 
table is entitled to a deduction approximating 10 per cent of 
his adjusted gross income. 


PHYSICIANS IN SERVICE 

The fact that a physician is in service does not of itself 
excuse a failure to file a return or declaration. It is understood, 
however, that if because of the inaccessibility of the necessary 
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records a physician in service is unable to file a complete return 
he may file a tentative return on which he must estimate his 
income, deductions and tax as best he can and indicate on the 
return his reasons for following the procedure. At a later date, 
if that procedure is followed, a complete return must be filed 
and necessary adjustments in tax will be made. What has just 
been said relates to physicians in service who are stationed in 
this country. 

If a physician in service is on duty outside the United States, 
no income tax return will become due, generally speaking, until 
the fifteenth day of the sixth month following the month in 
which the physician ceases, except by reason of death or 
incompetence, to be a member of the military forces on sea 
duty or in service outside the continental United States. The 
return must be filed not later than June 15, 1948. 

The law provides a special exemption for members of the 
armed forces. For taxable years after 1942 and before the 
termination of the war, so much of the active service pay as 
does not exceed $1,500, received as a commissioned officer or 
a commissioned warrant officer, is excluded from gross income. 
In addition the commissioned officer is entitled to the personal 
exemptions, credits and allowable deductions provided by law. 
For taxable years after 1940 and before the end of the war 
all the pay for active service received by a serviceman below 
the grade of commissioned officer or commissioned warrant 
officer is nontaxable. He too is entitled <o the other exemptions, 
credits and deductions. 

If ability to make payment is materially impaired by reason 
of service, deferment of the tax, without interest, until six 
months after active service terminates can be effected through 
the office of the collector of internal revenue, under section 513 
of the Soldiers’ and Sailors’ Civil Relief Act. Furthermore, if 
it causes hardship to meet tax liability after termination of 
service, additional extension may be obtained under section 700 
of that act, by application to the courts, for a period equal 
to the length of military service, subject to the requirement of 
periodic payment, with interest at 6 per cent. 

The Revenue Act of 1945 grants further extension of time 
for payment, without interest, of any tax attributable to service 
pay for any taxable year beginning after Dec. 31, 1939 and 
before Jan. 1, 1947. The payment of the tax, if proper applica- 
tion is made, will be extended for thirty-six months, payable 
in twelve equal quarterly instalments. In the case of regular 
officers this extension operates only when the tax has been 
deferred by reason of sea or oversea duty. Application for the 
extension must be filed before the first instalment date which 
the law fixes as follows: If the release from active duty was 
prior to Dec. 1, 1945 the first instalment date was May 15, 
1946; (2) if released on or after Dec. 1, 1945 the first instalment 
date was June 15, 1947 or the fifteenth day of the sixth month 
which begins after the date of release from active duty, which- 
eve was earlier, A similar extension can be had in connection 
with the payment of the tax attributable to earned income of 
the years 1940 and 1941 which became due after entry into 
service. Earned income for this purpose cannot exceed $14,000. 

Any tax owed by any person who died while in active military 
or naval service of the United States or of any of the other 
united nations on or after Dec. 7, 1941 and before Jan. 1, 1948 
will be canceled. Any tax for years prior to 1941 and before 
entry into service, including interest and penalties which are 
unpaid at the date of such death, will likewise be canceled. If 
the tax has been collected it will be refunded provided a claim 
for the refund is filed before Jan. 1, 1949. This tax forgiveness 
applies only to income taxes and not to estate tax. 

The cost of equipment of an army officer or navy officer is 
deductible only to the extent that it is especially required for 
his profession and does not merely take the place of articles 
required in civilian life. The cost of uniforms is considered a 
personal expense and hence not deductible. The cost of gold 
braid and cap devices required by regulations of the Navy to 
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be worn on the clothing of a naval officer has been held to 


constitute an expense necessitated by reason of his profession 
as an officer and to be deductible as a business expense. 


DEDUCTIONS FOR PROFESSIONAL EXPENSES 


A physician is entitled to deduct all current expenses neces- 
sary in carrying on his practice. The taxpayer should make no 
claim for the deduction of expenses unless he is prepared to 
prove the expenditure by competent evidence. As far as prac- 
ticable, accurate itemized records should be kept of expenses 
and substantiating evidence should be carefully preserved. The 
following statement shows what such deductible expenses are 
and how they are to be computed: 


Office Rent—Office rent is deductible. If a physician rents 
an office for professional purposes alone, the entire rent may be 
deducted. If he rents a building or apartment for use as a 
residence as well as for office purposes, he may deduct a part 
of tiie rental fairly proportionate to the amount of space used 
for professional purposes. If the physician occasionally sees a 
patient in such dwelling house or apartment, he may not, how- 
ever, deduct any part of the rent of such house or apartment 
as professional expense; to entitle him to such a deduction he 
must have an office there, with regular office hours. If a physi- 
cian owns the building ‘in which his office is located, he cannot 
charge himself with “rent”? and deduct the amount so charged. 


Office Maintenance—Expenditures for office maintenance, as 
for heating, lighting, telephone service and the services of 
attendants, are deductible. 


Supplies—Payments for supplies for professional use are 
deductible. Supplies may be fairly described as articles con- 
sumed in the using; for instance, dressings, clinical thermom- 
eters, drugs and chemicals. Professional journals may be 
classified as supplies and the subscription price deducted. 
Amounts currently expended for books, furniture and protes- 
sional instruments and equipment, “the useful life of which is 
short,” generally less than one year, may be deducted, but if 
such articles have a more or less permanent value, their purchase 
price is a capital expenditure and is not deductible. 


Equipment.—Equipment comprises property of a more or less 
permanent nature. It may ultimately wear out, deteriorate or 
become obsolete, but it is not in the ordinary sense of the word 
“consumed in the using.” 

The cost of equipment such as has been described, for pro- 
fessional use, cannot be deducted as expense in the year acquired. 
Examples of this class of property are automobiles, office furni- 
ture, medical, surgical and laboratory equipment of more or 
less permanent nature, and instruments and appliances constitut- 
ing a part of the physician's professional outfit, to be used over 
a considerable period of time, generally over one year. Books 
of more or less permanent nature are regarded as equipment, 
and the purchase price is therefore not deductible. 

Although the cost of such equipment is not deductible in the 
year acquired, nevertheless it may be recovered through deprecia- 
tion deductions taken year by year over its useful life, as 
described later. 

No hard and fast rule can be laid down as to what part of 
the cost of equipment is deductible each year as depreciation. 
The amount depends to some extent on the rature of the 
property and on the extent and character of its use. The length 
of its useful life should be the primary consideration. The most 
that can be done is to suggest certain average or normal rates 
of depreciation for each of several classes of articles and to 
leave to the taxpayer the modification of the suggested rates as 
the circumstances of his particular case may dictate. As fair, 
normal or average rates of depreciation, the following have 
been suggested: automobiles, 25 per cent a year; ordinary 
medical libraries, x-ray equipment, physical therapy equipment, 
electrical sterilizers, surgical instruments and diagnostic appara- 
tus, 10 per cent a year; office furniture, 5 per cent a year. 
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The principle governing the determination of all rates of 
depreciation is that the total amount claimed by the taxpayer 
as depreciation during the life of the article, plus the salvage 
value of the article at the end of its useful life, shall not be 
greater than its purchase price. The physician must in good 
faith use his best judgment and claim only such allowance for 
depreciation as the facts justify. The estimate of useful life, on 
which the rate of depreciation is based, should be carefully 
considered in each individual case. 


Medical Ducs.—Dues paid to societies of a strictly profes- 
sional character are deductible. Dues paid to social organiza- 
tions, even though their membership is limited to physicians, 
are personal expenses and not deductible. 


Postgraduate Study—The Commissioner of Internal Revenue 
holds that the expense of postgraduate study is not deductible. 


Traveling Expenses.—Traveling expenses, including amounts 
paid for transportation, meals and lodging, necessarily incurred 
in professional visits to patients and in attending medical meet- 
ings for a protessional purpose, are deductible. 


Automobiles —Payment for an automobile is a payment for 
permanent equipment and is not deductible. The cost of opera- 
tion and repair, and loss through depreciation, are deductible. 
The cost of operation and repair includes the cost of gasoline, 
oil, tires, insurance, repairs, garage rental (when the gaiage is 
not owned by the physician), chauffeur’s wages and the like. 

Deductible loss through depreciation of an automobile is the 
actual diminution in value resulting from obsolescence and use 
and from accidental injury against which the physician is not 
insured. If deprec.ation is computed on the basis of the average 
loss during a se1ies of years, the series must extend over the 
entire estimated life of the car, not merely over the period in 
which the car is possessed by the present taxpayer. 

If an automobile is used for professional and also for personal 
purposes—as when used by the physician partly for recreation, 
or so used by his family—only so much of the expense as arises 
out of the use for professional purposcs may be deducted. A 
physician doing an exclusive office practice and using his car 
merely to go to and from his office cannot deduct depreciation 
or operating expenses; he is regarded as using his car for his 
personal convenience and not as a means of gaining a livelihood. 
What has been said in respect to automobiles applies with equal 
force to horses and vehicles and the equipment incident to 
their use. 
MISCELLANEOUS 

Contributions to Charitable Organizations—For detailed 
information with respect to the deductibility of charitable con- 
tributions generally, physicians should consult the official return 
blank or obtain information from the collectors of internal 
revenue or from other reliable sources. An individus! taxpayer 
can deduct such contributions only to the extent that they do 
not exceed 15 per cent of his adjusted gross income. The 
physician may not deduct as a charitable contribution the value 
of services rendered an organization operated for charitable 
purposes. 


Bad Debts—Physicians who make their returns on a cash 
receipts and disbursements basis, as most physicians do, cannot 
claim deductions for bad debts. 


Taxes.—Taxes generally, either federal or state, are deductible 
by the person on whom they are imposed by law. Both real 
and personal property taxes are deductible; but so-called taxes, 
more properly assessments, paid for local benefits, such as 
street, sidewalk and other like improvements, imposed because 
of and measured by some benefit inuring directly to the property 
against which the assessment is levied, do not constitute an 
allowable deduction from gross income. Physicians may deduct 
state gasoline taxes and state sales taxes. In some states sales 
taxes are imposed on the seller, but if they are passed on to 
ihe buyer the latter may deduct them. 
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State income and use taxes are deductible; federal income 
taxes are not. Federal import, excise or stamp taxes are 
deductible only to the extent that they are attributable to busi- 
ness activities. State automobile license fees are deductible. 
If a state or local fee is imposed for regulatory purposes, and 
not to raise revenue, the fee may not ordinarily be deducted as 
a tax. if such fees, however, are classifiable as a business 
expense they are deductible as such. Annual registration fees 
imposed on physicians probably come within the category of 
regulatory fees and should be deducted as a business expense 
rather than as taxes. Local and state occupational taxes imposed 
on physicians are deductible either as taxes or as a business 
expense, depending on the purpose for which the tax is imposed. 

The excise taxes imposed on employers by section 804, title 
VIII, and section 901, tithe IX, of the Social Security Act, 
commonly referred to as old age and unemployment benefit 
taxes, are deduct.ble annually by employers in computing net 
income for federal income tax purposes. If the taxpayer's return 
is made on a cash basis, as are the returns of practically all 
physicians, the taxes aie deductible for the year in which they 
are actually paid. If the return is made on an accrual basis, 
the taxes are deductible for the year in which they accrue, 
irrespective of when they are actually paid. Employees, includ- 
ing physicians whose employment brings them within that 
category, may not deduct the tax imposed on them by section 
801, title VIII, of the Social Security Act, generally referred 
to as the old age benefits tax. If, however, the emp.oyer assumes 
payment of the employee’s tax and does not withhold the 
amount of the tax from the employee’s wages, the amount of 
the tax so assumed may be deducted by the employer, not as 
a tax paid but as an ordinary business expense. 


Medical Expense.—A taxpayer may deduct amounts expended 
for medical, dental and hospital care for himself, his spouse or 
a dependent, not compensated for by insurance or otherwise, 
including amounts paid for accident and health insurance, 
according to a prescribed formula. Deductions will be per- 
mitted to the extent that such expenses exceed 5 per cent of 
the adjusted gross income of the taxpayer but not in excess of 
$2,500 in case of a taxpayer with more than one exemption, or 
$1,250 in case of a taxpayer with only one exemption, 


Laboratory Expenses——The deductibility of the expenses of 
establishing and maintaining laboratories is determined by the 
same principles that determine the deductibility of corresponding 
professional expenses. Laboratory rental and the expenses of 
laboratory equipment and supplies and of laboratory assistants 
are deductible when under corresponding circumstances they 
would be deductible if they related to a physician’s office. 


Losses by Fire or Other Causes—Loss of and damage tc a 
physician’s equipment by fire, theft or other cause, not com- 
pensated by insurance or otherwise recoverable, may be com- 
puted as a business expense and is deductible, provided evidence 
of such loss or damage can be produced. Such loss or damage 
is deductible, however, only to the extent to which it has not been 
made good by repair and the cost of repair claimed as a 
deduction. 


Insurance Premiums.—Premiums paid for insurance against 
professional losses are deductible. This includes insurance 
against damages for alleged malpractice, against liability for 
injuries by a physician’s automobile while in use for professional 
purposes, and against loss from theft of professional equipment 
and damage to or loss of professional equipment by fire or 
otherwise. Under professional equipment is to be included any 
automobile belonging to the physician and used for strictly 
professional purposes. 


Expense in Defending Malpractice Suits—Expense incurred in 
the defense of a suit for malpractice is deductible as a business 
expense. 


Sale of Spectacles —Oculists who furnish spectacles, etc., may 
charge as income money received from such sales and deduct 
as an expense the cost of the article sold. 
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Medical Legislation 


MEDICAL BILLS IN CONGRESS 


National Science Foundation 

A bill introduced by Representative Priest, Tennessee, H. R. 4852, 
proposes to enact a National Science Foundation Act which would establish 
a National Science Foundation as an independent agency of the govern- 
ment. This foundation will be authorized to foster and encourage a 
national policy for scientific research and scientific education, to grant 
scholarships and graduate fellowships in the mathematical, physical, 
medical, biologic, engineering and other sciences, to foster the inter- 
change of scientific information among scientists in the United States 
and foreign countries and to correlate the foundation's scientific research 
programs with those undertaken by individuals and by public and private 
research groups. The bill with certain exceptions follows closely the 
legislation passed during the First Session of the Eightieth Congress 
and vetoed by the President. 

It provides that there shall be a director of the foundation to be 
appointed by the President, by and with the advice and consent of the 
Senate. The vetoed bill provided that this director was to be appointed 
by the foundation. The present bill, too, omits any provision specifically 
authorizing the creation of special commissions on cancer research, on 
cardiac and intravascular diseases, poliomyelitis and other degenerative 
diseases. It provides for a number of special divisions of the foundation, 
including a Division of Medical Research. 

With respect to patent rights, it provides that each contract or other 
arrangement relating to scientific research must contain provisions 
covering the disposition of inventions produced thereunder in a manner 
calculated to protect the public interest and the equities of the individual 
or organization with which the arrangement is made. 


National Heart Institute 


Two bills, H. R. 5087, introduced by Representative Keefe, Wisconsin, 
and H. R. 5159, introduced by Representative Smathers, Florida, proposed 
to enact a National Heart Act. There would be established in the United 
States Public Health Service a National Heart Institute to conduct research 
and control relating to diseases of the heart and circulation. It is 
contemplated that there will be created a National Heart Council, composed 
of the Surgeon General of the Public Health Service, or his representative, 
the Chief Medical Officer of the Veterans Administration, or his repre- 
sentative, the Surgeon General of the Army, or his representative, the 
Surgeon General of the Navy, or his representative, and twelve members 
appointed by the Surgeon General of the Public Health Service with the 
approval of the Federal Security Administration. Grants-in-aid to states 
and local governments for the establishment of local heart disease control 
programs will be authorized if this legislation is enacted. 


Food, Drug and Cosmetics 


Legislation proposing to give the Food and Drug Administration 
jurisdiction over foods, drugs, devices or cosmetics when held for sale. 
whether or not the first sale, after shipment in interstate commerce, has 
been passed by the House of Representatives. 


Miscellaneous 

A bill introduced, by request, by Senator Buck, Delaware, 8S. 2627, 
would amend the healing arts practice act of the District of Columbia 
so as specifically to authorize the issuance of licenses to applicants with- 
out examination who are certified as competent by a national examining 
board. 

The construction of a Veterans Administration general medicai and 
surgical Hospital in Baltimore, Md., is contemplated by H. R. 4950, intro- 
duced by Representative Meade, Maryland. 


A bill introduced by Representative Patterson, Connecticut, H. R. 4914, 
proposes to establish a presumption of service-connection for functional 
disorders of the nervous system and psychoses for certain veterans of 
World War 

Senator Pepper, Florida, proposes by 8S. 1863 to amend the Internal 
Revenue Code to authorize the deduction of educational expenses of 
teachers in computing income taxes. 

S. J. Res. 166, introduced by Senator Smith, New Jersey, for himself 
and Senator Fulbright, Arkansas; Senator Saltonstall, Massachusetts; 
Senator Bricker, Ohio; Senator Knowland, California: Senator Hatch, 
New Mexico; Senator Lodge, Massachusetts; Senator Thomas, Utah; 
Senator Ball, Minnesota; Senator O'Mahoney, Wyoming, and Senator 
Hill, Alabama, provides that any future payments by the republic of 
Finland on the principal or interest of its debt of World War I to the 
United States shall be used to provide educational and technical instruc- 
tion and training in the United States and for citizens of Finland, the 
students to be selected, on nomination of the government of Finland, by 
the Board of Foreign Scholarships. 

Representative McCormack, Massachusetts, proposes by H. R. 5037 to 
exempt from the manufacturers’ excise taxes articles sold te hospitals 
not organized for profit. 

An expansion of the hospital facilities at the United States Veterans’ 
Hospital at Muskogee, Okla., is to be authorized by H. R. 5070, introduced 
by Kepresentative Stigler, Oklahoma. The bill would authorize an appro- 
priation of $500,000 for this purpose. 
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STATE LEGISLATION 


Kentucky 
Bills Introduced.—S. 62 and H. 89, relating to license taxes in certain 
cities in the state, propose to authorize the board of aldermen to provide 
for licensing any profession and for the using of any animal, 


Massachusetts 

Bills Introduced.—H. 703 proposes to authorize the establishment of 
a University of Massachusetts in Boston to furnish instruction, among 
other things, in medicine. H. 1156 proposes to entitle all persons 
within the state to be entitled to the full and equal accommodations of 
dispensaries, ¢linics, hospitals, and business or professional schools, 
without discrimination because of race, color, creed or national origin. 

1224 proposes the establishment of a school of medicine as a part 
of the University of Massachusetts. H, 1227, relating to the purposes 
for which the school committee of the city of Boston may make 
appropriations, proposes to authorize appropriations for organizing and 
conducting physical training and exercises, athletics, games and the 
like under the control of the committee and further proposes to authorize 
the payment by insurance or otherwise of the reasonable hospital, 
medical and surgical expenses incurred by or in behalf of any student 
who sustains injuries while participating in any of the organized school 
athletics. H. 1347 proposes the creation of a Massachusetts state board 
of naturcpathic examiners. Naturopathy is defined by the proposal as 
the prevention, diagnosis and treatment of human ailments and diseases 
by means of any one or more of the psychologic, physical or mechanical, 
chemical or material forces of nature, excluding drugs, surgery or other 
artificial measures. 8S, 162, relative to increasing the curriculum of the 
University of Massachusetts, proposes the establishment ef a medical 
and dental school in Springfield. 


Bill Passed.—H. 91 passed the house January 20. To amend the 
medical practice act, it proposes to provide for the revocation of the 
certificate of registration of any physician guilty of the use of narcotic 
drugs in any way other than for therapeutic purposes. 


Mississippi 
Bills Introduced._-H. 37 proposes that no Weense to marry shall be 
issued to a male or female applicant unless the applicant presents a 
medical certificate and laboratory report to the circuit clerk at the time 
of the application. The medical certificate shall be executed by an 
active licensed physician in Mississippi, or a physician licensed to 
practice in any or all of the other states in the United States or the 
District of Columbia, or by a commissioned medical officer on active 
duty in the armed forces of the United States, or by a medical officer 
of the United States Public Health Service. 8. 68 proposes that the 
board of trustees of universities and colleges shall maintain the first two 
years of the four year medical school at Oxford, Miss., until such time 
as the legislature shall authorize the removal therefrom, and shall locate 
the remainder of the medical course in conjunction with a standardized 
and departmentalized hospital for teaching purposes of not less than 
three hundred fifty beds. 
New York 


Bills Introduced. CCH A. RES. 43 proposes that the Congréss of the 
United States be memorialized to appropriate the sum of $100,000,060 
to finance or subsidize a campaign to discover the cause of cancer and 
other kindred malignancies. A. 236, A. 373 and 8S. 298 propose the 
enactment of antidiscrimination laws. A. 348, to amend the education 
law, proposes the establishment of an Empire State University to be 
composed, among other things, of a school of medicine. A. 370, to 
amend the eudcation law, proposes to require the board of education 
to provide adequate health services for pupils attending the public 
schools, such service to include the necessary facilities to afford adequate 
physical examinations. including roentgen examination of the chest of 
all pupils, annually. S. 171, to amend the law relating to prescriptions 
for somnifacient drugs, proposes to prohibit the refilling of prescriptions 
for a barbiturate or other hypnotic or somnifacient drug unless the 
prescription includes a statement by the prescriber that it may be refilled 
and specifies the minimum interval between fillings and the total number 
of refillings prescribed. No such prescription shall be refilled in any 
event later than three months after the original issuance thereof. 
S. 280, S. 283 and S. 370 are the same as S. 371, previously dictated 
(THE JOURNAL, p. 355, January 3). To amend the law relating to 
employment insurance, they propose to extend the term “total employ- 
ment’ to include unemployment caused by sickness or disability, which 
is certified by a physician or surgeon duly licensed to practice in the 
state of New York or in any other state, territory or possession of the 
United States. S. 302, to amend the unemployment insurance law, 
proposes to extend the coverage thereof to include employees of charitable, 
scientific, literary or educational organizations. S. 372, to amend the 
workmen’s compensation law, preposes to allow an employee a reasonable 
fee for medical witnesses. S. 395, to amend the education law, proposes 
the creation of a board of examiners in ophthalmic dispensing. S. 468, 
to amend the judiciary law, proposes to exempt physical therapists and 
podiatrists from jury service. S. 475, to amend the workmen's com- 
pensation law, proposes to authorize injured claimants to have free choice 
of a duly authorized hospital. S. 491, to amend the vehicle and traffic 
law, proposes to require chauffeurs to obtain a certificate from a duly 
licensed physician attesting that the applicant has been examined and 
found mentally and physically competent at least once every three years. 
S. 492, to amend the vehicle and traffic law, proposes that the test of 
operators and chauffeurs shall include a test for color blindness and 


night driving tests. 
Rhode Island 


Bills Introduced.—H. 572 and S. 48, to amend the law relating to 
professional nursing, propose to add a few sections which would regulate 
the practice of practical nursing, a term which is not defined. 
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ARMY TO TEST NEW DRUG AGAINST 
SCRUB TYPHUS IN MALAYA 


The Army Medical Department soon will stage an extensive 
test of the efficacy of chloromycetin, the only drug thus far dis- 
covered which is as effective against certain rickettsial organisms 
as the sulfonamide drugs and penicillin are effective against bac- 
teria. The test will be made in an effort to stop the spread of 
scrub typhus in the Far East. Dr. J. E. Smadel, director of 
virus research, Army Medical Center, and one of the discoverers 
of this substance, plans to fly to the Malay States early this 
spring to treat plantation workers among whom scrub typhus 
is making serious inroads. The carrier of the infection is a mite 
which is probably spread by rodents. During the war many 
plantations in Malaya were allowed to go back to brush. This 
resulted in an increase of infested rodents. Workers who clear 
the plantations have suffered a heavy mortality rate. 

The early experiments at the Army Medical Research and 
Graduate School showed that chloromycetin was effective against 
the organism responsible for scrub typhus (rickettsial tsutsuga- 
mushi). This organism is related to the organism responsible 
for epidemic typhus, but typhus vaccine has proved useless as 
protection against scrub typhus. The new drug showed con- 
siderable potency against both typhus and scrub typhus organ- 
isms in experimental infections of incubated eggs and in animals. 
It also proved effective against several other diseases due to 
rickettsia. Experience has shown, however, that laboratory 
results do not always work out in the field. Dr. Smadel has 
just returned to Washington from Mexico, D. F., Mexico, where 
the new drug was tested against typhus. The Army is not 
ready to announce the results. The proposed attack on scrub 
typhus is considered of great importance, since this disease has 
proved difficult to treat in any known way. 

The outlook is promising, according to the Surgeon General. 
At least a start has been made on specific drug treatment of the 
large class of rickettsial diseases which are responsible for 
some of the most devastating scourges of the human race. It 
has been found to be mildly effective against psittacosis. How- 
ever, the psittacosis organism is one of the largest of the viruses 
and just falls short of being classified as a rickettsia. 

Scrub typhus was a major problem in the Pacific area during 
the war. Efforts to produce a vaccine against it cost the lives 
of three American and several British workers. Nothing was 
accomplished until the war was nearly over. A vaccine finally 
was prepared from the macerated lungs and spleens of infected 
rodents, but when this was given actual field tests it was tound 
to be ineffective. 


CONSULTANTS ASSIST IN NEW 
OVERSEAS PROGRAM 


The first two civilian Army medical consultants to participate 
in the new overseas advanced professional training program 
departed for Europe about January 20 for a month’s tour of 
hospitals in the American-occupied zone of Germany. The two 
consultants were Dr. George Finney, surgeon, Johns Hopkins 
University School of Medicine, Baltimore, and Dr. Walter 
Martin, internist, in private practice in Norfolk, Va. Complet- 
ing the team was Col. Beverly Smith, M. C., chief, psychiatric 
service, Walter Reed General Hospital. The departure of this 
group marks the inauguration of one aspect of a plan to achieve 
the highest possible standards of medical care, professional train- 
ing and career advancement of the professional personnel of the 
Medical Department. It is planned to send overseas in connec- 
tion with this program two consultants and one medical corps 
officer each month. The mission will be, first, to study and 
report on means of improving the care of hospital patients and, 
second, to act as instructors m speetalized advanced training of 
medical officers. 


The Surgeon General recently asked each of the six hundred 
and seven civilian specialist consultants of the Medical Depart- 
ment if they could volunteer for overseas assignment under this 
plan, and of the two hundred and sixty-nine who had replied 
to January 13, seventy-six said that they would be available this 
year, sixty-one replied that they would try to join in the pro- 
gram and one hundred and thirty-two, less than one-half, stated 
that professional commitments would prevent their participation. 


MEDICAL MEETING IN KOREA 


About eighty-five officers including nurses, dietitians, and 
medical service corps personnel attended the monthly meeting 
of Army Medical Officers stationed in Korea at the 71st Station 
Hospital, APO 6, January 14. Majot Frank A. Neuman of 
the 6th Infantry Division read a paper on “The Cholera Epi- 
demic in Korea in 1946,” which was discussed by Capt. Ernst 
Kopp. Both men played an important part in the control‘of the 
epidemic. About 15,000 cases with 10,000 deaths occurred in 
1946, while only 16 cases with 10 deaths occurred in 1947. 
All cases were among Koreans. Dr. Clarence Bigger, adviser, 
Department of Public Health and Welfare, U. S. Army Mili- 
tary Government in Korea, who has spent many years there as 
a medical missionary, reviewed his experience during similar 
epidemics as well as control measures used by the Japanese 
during their occupation of Korea. Capt. Arnold G. Blumberg, 
on request, again presented his paper on rheumatic fever, as the 
incidence of this disease may be expected to increase at this 
time of year. Captains Howard N. Baier and Arthur H. 
Keeney, both of the 71st Station Hospital, discussed diseases of 
the upper part of the respiratory tract. Visiting officers, who 
arrived in Pusan at 4 a. m. January 14, were transported to 
the station hospital, where breakfast was served. The business 
mecting was in charge of Col. Charles P. Ward, surgeon, XXIV 
Corps. Among others present was Lieut. Col. Warner F. Bower, 
surgical consultant, who took part in the discussions. 


OFFICER SELECTION BOARDS TO MEET 


The Department of the Army announces that selection boards 
to recommend officers for promotion to regular Army grades 
from captain to lieutenant colonel will meet in Washington dur- 
ing the spring. The first board to study qualifications of majors 
for promotion to lieutenant colonels will meet early in February. 
It is expected that medical corps lieutenant colonels will be 
chosen from all lower grade officers with over sixteen years’ 
service, and majors from those officers with over ten years’ 
service on July 1. The Army emphasizes that under the Officer 
Personnel Law of 1947 officers not recommended for promotion 
by this year’s board will not be considered to have been “passed 
over.” Excepting only the initial promotion, the daw provides 
that after an officer has been “passed over” for promotion on 
two consecutive occasions he will be removed from the service. 


ARMY MEDICAL CORPS TEACHING 
BASIC SCIENCES 


The Surgeon General has announced the opening of an experi- 
mental course in basic science for the Army's residents in train- 
ing. Twenty-five selected trainees are attending the sixteen 
week postgraduate course at the Army Medical Center, Walter 
Reed General Hospital. Classes in laboratory and clinical work 
are being taught by men from leading hospitals and medical 
schools. Major General Bliss, the Surgeon General, commented : 
“Unless we make our standards as high as anywhere we cannot 
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expect to attract men to the Medical Corps.” He explained that 
the army now has three hundred and seventy men in residency 
training. Dr. Irvine H. Page, director of research, Cleveland 
Clinic, was a speaker, and present for the opening were Col. 
Rufus L. Holt, commandant, Army Medical Department 
Research and Graduate School, and Col. Walter H. Moursund, 
director of training, Army Medical Center, who helped organize 
the course. 


ATOMIC BOMB CHIEF PROMOTED 


The President has sent to the Senate the name of Major 
Gen. Leslie R. Groves for promotion to the rank of lieutenant 
general under the new officer personnel law of 1947. General 
Groves is widely known for his work as head of the Manhattan 
Project, under which research, design, construction and opera- 
tion of facilities for the atom bomb were developed. General 
Groves now is assistant to the chief of engineers, Army member 
of the military liaison to the Atomic Energy Commission and 
chief of the Armed Forces Special Weapons project. 


COURSE IN ATOMIC MEDICINE 


More than twenty medical schools throughout the country 
have accepted invitations to send representatives to the five day 
intensive course on the medical aspects of atomic explosion 
which began at the Army Medical Center, Washington, D. C., 
on January 12. These courses have been given once a month 
since last October but were opened to representatives of medical 
schools only since December. Although to date four hundred 
and thirty doctors have taken this special instruction, the enrol- 
ment for the February course, the last in the series, is expected 
to increase that number considerably. Others taking the course 
are drawn chiefly from the military and other federal agencies, 


LETTERMAN EXHIBIT 


Jonathan Letterman, the medical officer who revolutionized 
the system of care of the wounded in battle, is the subject of 
an exhibit at the Army Medical Library in the series Famous 
Men of Army Medicine. Letterman is considered by many to 
be the greatest name in military medicine. His plan—the ambu- 
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lance corps, the method of supply and the field hospital system— 
was thoroughly tested and proved in the Civil War, when he 
was medical director of the Army of the Potomac. It has since 
then been the model of armies all over the world and remained 
the basic structure of military medical care through World 
War II. Interesting items are Letterman’s book, “Medical 
Recollections of the Army of the Potomac,” published in New 
York in 1866, and charts showing the modern adaptations of his 
plan on D-Day and on VE-Day, “Evacuation in the European 
Theater of Operations.” 


ARMY MEDICAL LIBRARY NEEDS HELP 


There are now seventeen vacancies on the staff of the Army 
Medical Library, as the result of the recent increase in its per- 
sonnel ceilings. Of this number, ten positions are allocated to 
the professional grades, ranging from P-1 through P-3 ($2,644.80 
to $4,149.60). While all positions in the Army Medical Library 
are under civil service, because of the unusual language difficul- 
ties encountered in this library the Civil Service Commission has 
authorized direct recruiting to fill certain P-2 and P-3 vacancies 
in the Catalog Division. The library will be glad to receive 
applications on standard form 57 from interested librarians. 


ARMY AWARDS AND COMMENDATIONS 


Lieutenant Colonel John A. Grove 

The Bronze Star Medal has been awarded to Lieut. Col. 
John A. Grove, M. C., A. U. S., now of Newton, Kan. The 
citation read in part as follows: For meritorious service in 
connection with military operations, as surgical coordinator and 
orthopedic consultant, 15th Hospital Center, from June 6, 1944 
to May 8, 1945. Lieutenant Colonel Grove, with professional 
brilliance and remarkable devotion to duty, assisted in the 
development of “specialty” general hospitals which rendered 
invaluable support to the Medical Department in achievement 
of its overseas mission. Through his capacity for selection of 
personnel and his genius for research in specialized fields, the - 
care of wounded men in the hospitals under him was lifted to 
a peak of excellence. Dr. Grove graduated from Northwestern 
University Medical School in 1937 and entered military service 
in July 1942. 


NAVY 


RESERVE CONSULTANTS BOARD 


At the annual meeting of the Reserve Consultants Board to 
the Bureau of Medicine and Surgery at Bethesda, Md., Janu- 
ary 9, the Surgeon General, Rear Adm. Clifford A. Swanson, 
spoke on matters pertaining to legislation; Capt. W. A. Wylie 
(MC), chief, Naval Reserve Unit of the Bureau, on organi- 
zation of units of the Naval Reserve, and Capt. O. L. Burton 
(MC), chief, Division of Preventive Medicine in the bureau. 
discussed preventive medicme as it relates to the program oi 
the medical department. The Reserve Board, which is com- 
posed of civilian specialists in various fields of medicine, confers 
with the bureau concerning its graduate medical training pro- 
gram and specialty board requirements of medical officers. Ia 
addition to the board members and medical officers of the Navy, 
the following civilian guests attended the conference: Drs. H. P. 
Saunders and W. A. Bloedorn, dean, George Washington Uni- 
versity Medical School, Washington, D. C. 


NAVY AWARDS AND COMMENDATIONS 


Dr. Morris Fishbein 

President Truman has awarded the Certificate of Merit to 
Dr. Morris Fishbein, Chicago, Editor of THe JourNat, in 
recognition of his “outstanding efforts as Chairman of the Com- 
mittee on Information of the National Research Council, which 
proved to be an invaluable contribution to the war effort of the 
United States.” In notifying Dr. Fishbein of the honor, Comdr. 
G. E. Pierce of the U. S. Navy, secretary of the Civilian Awards 


Board in Washington, D. C., said that the award is given to 
“civilians for outstanding fidelity and meritorious conduct which 
aided in the war effort against common enemies of the United 
States and its allies in World War I1.” The certificate was 
presented January 23 in a brief ceremony at the American Medi- 
cal Association headquarters by Rear Admiral J. Cary Jones, 
Commandant of the Ninth Naval District, Great Lakes, III. 


PERSONALS 


Rear Admiral C. A. Swanson, Surgeon General of the Navy, 
ieft Washington, D. C., on January 29 to visit naval medical 
activities in Pensacola, Jacksonville and Key West, Fla. Admiral 
Swanson spoke on medical and nutritional conditions in Europe 
and the Near East at each of the naval medical activities. 

Admiral Swanson reviewed the world’s medical and public 
health situatiqn in an interview broadcast on the “Parmer from 
Washington” program from Arlington, Va. January 25. He 
also addressed the faculty and student body of the University of 
Virginia School of Medicine at Charlottesville January 16 on 
preventive medicine and the need for doctors in the field. 

Rear Adm. Lamont Pugh (MC), assistant chief, Bureau of 
Medicine and Surgery, represented the bureau at the January 
lecture in the Army Medical Corps series at Walter Reed 
General Hospital. Admiral Pugh spoke on the need for coordi- 
nation of military and civilian medical services. The guest lec- 
turer was Dr. Frank Lahey, Boston, whose subject was “Thyroid 
Diseases and Antithyroid Agents.” 
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(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


CALIFORNIA 


Appoint New Professors.—Edward L. Tatum, Ph.D., pro- 
fessor of microbiology at the Institute of Microbiology, Yale 
University, New Haven, Conn., has been appointed professor of 
biology at Stanford University, effective September 1948. A 
graduate of the University of Wisconsin, 1935, Dr. Tatum was 
a research associate and later an assistant professor of biology 
at Stanford from 1937 to 1945, when he accepted an associate 
professorship at Yale. 

Dr. John A. Luetscher Jr., assistant professor of medicine at 
Johns Hopkins University, Baltimore, will join the faculty in 
the fall as associate professor of medicine. He received his 
M.D. degree from Johns Hopkins University in 1937 and has 
been on the medical school’s faculty since 1940. 


CONNECTICUT 


Conferences on Psychiatry.—The Institute of Living, 
devoted to the treatment of nervous and mental diseases, on 
January 14 inaugurated its fourteenth annual series of conferences 
on the progress of psychiatry. The remaining lectures are as 
follows : 

February 18, Dr. William Sargent, London, England, Observations on 
.\breactions with Dru rugs. 


February 25, Dr. Franz G. Alexander, Chicago, What Is a Psycho- 
neurosis? 


. mong 3, Dr. Henry W. Brosin, Chicago, Clinical Aspects of Rorschach 


h 10, Dr. A. + a Stearns, Boston, The Milieu in Which the 
Case Swim 


DISTRICT OF COLUMBIA 


The Kellogg Medical Lectures.—The George Washington 
University School of Medicine, Washington, D. C., is presenting 
a series of eighteen evening lectures for physicians of the 
Washington area from January through April. The series 1s 
known as the Kellogg Medical Lectures in recognition of grants 
received for graduate medical education from the W. K. Kellogg 
Foundation of Battle Creek, Mich. Remaining lectures include: 

February 10, Dr. Richard L. Varco, Minneapolis, Preoperative and 

Postoperative Care in Elective Abdominal Surgery. 

February 17, Dr. Douglas A. Thom, Boston, Child Guidance. 

February 19, Fred W. Rankin. Sc.D., Louisville, Ky., Carcinoma of 

the Colon ‘and Rectum 

February 24, Dr. Nolan D. C. Lewis, New York, Psychotherapy tor 

the General Physician 

February 26, Dr. Robert L. Patterson, Pittsburgh, Use of Blood Trans- 

fusions; Organization and Operation of Blood Banks. 

March 2, Dr. Evarts A. Graham, St. Louis, Problems Confronting the 


urgeon. 
March 4, Drs. James L. Pool and Israel S. Wechsler, New York, Con- 
ference on the Paralyzed Patient 


March 9, Dr. oes E. Hilleboe, Albany, N. Y., The Minimal Tuber- 
culosis 
March 11, Dr. o Edwin C. Hamblen, Durham, N. C., Human Infertility. 


March vl Dr. Thomas Francis Jr., Ann Arbor, Mich., Prevention of 


ig, ‘Dr. Nicholson J. Eastman, Baltimore, Obstetric Factors in 

Infant Survival; Dr. Priscilla White, Boston, Diabetes in Pregnancy. 

March 23, Problems in Endocrine Therapy (Panel). 

March 25, Parent-Newborn Adaptation (Panel). 

March 30, Dr. Lewis Dexter, Boston, Curable Heart Disease. 

April 6, Dr. Paul D. White, Boston, Prevention of Heart Disease. 

April 13, Dr. Julian M. Ruffin, ees N. C., Status of Vagotomy in 
the Treatment of Peptic Ulcer 


ILLINOIS 


Lectures for County Societies.—The Scientific Service 
Committee of the Illinois State Medical Society has arranged 
the following lectures for county medical societies: La Salle 
County, in La Salle, February 12, Dr. John M. Huffman, Chi- 
cago, Diagnosis and Treatment. of Early Carcinoma of the 
Cervix”; Will-Grundy County, in Joliet, February 12, Dr. 
Chester Coggeshall, Chicago, “Recent Advances in Diabetes,” 
and February 26, Dr. Emmet B. Bay, Chicago, "Drug Admin- 
istration in Heart Disease”; Logan County, in Lincoln, February 
19, Dr. Winston H. Tucker, Evanston, “Fluorine and Dental 
Caries.” The Educational Committee of the state medical society 
has arranged a lecture by Dr. Pliny R. Blodgett, Chicago 
Heights, for February 18 at the Forest Ridge Woman’s Club 
on “Blood Pressure”; another by Dr. George H. Rezek, Chicago, 
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at the Belmont’s Women’s Club, Chicago, February 18 on 
“Facing the Forties,” and one by Dr. Franklin R. Fitch, Chicago, 
for February 23 at the South Edgebrook Woman's Club in 
Chicago, on “Venereal Disease as a Public Health Problem.” 


Chicago 

National Heart Week Program.—The Chicago Heart 
Association is sponsoring its National Heart Week Dinner 
February 10 in the Crystal Room, Union Leagne Club, at 
6 p.m. Dr. Morris Fishbein, Editor, THe JourNnat, will act 
as toastmaster. Dr. Howard A. Rusk, New York, will speak 
on “Rehabilitation and the Heart”; Dr. Wingate M. Johnson, 
Winston-Salem, N. C., “The Years After Forty,” and Dr. Arlie 
R. Barnes, Rochester, Minn., president of the American Heart 
Association, “The Public’s Stake in the Problem of Heart Dis- 
ease.” Demonstraticns and exhibits may be seen before dinner 
and after the program. The clinical section of the Chicago 
Heart Association will meet February 12 from 10 a. m. to noon 
in the auditorium, Sprague Home, School of Nursing, Presby- 
terian Hospital. Among the subjects on the program are 
nutritional considerations in the long range care. of coronary 
thrombosis, management of chronic cardiac decompensation, 
physiologic methods in the diagnosis of congenital heart disease 
and unipolar electrocardiographic study. All physicians are 
invited to this meeting. 


Annual Four Day Clinical Conference.—Al! physicians 
are invited to attend the Annual Clinical Conference of the 
Chicago Medical Society at the Palmer House, Chicago, March 
2-5. The program has been planned to appeal to both general 
practitioner and specialist. Scientific and technical exhibits will 
be presented. The program is as follows: 


TUESDAY 
Tinsley R. Harrison, Dailas, Texas, Clinical Recognition of the 
Arrhythmias. 
John D. Camp, seewerier, Minn., Roentgenologic Aspects of Malacic 
Diseases of 


Edwin P. cates. "Charlottesville, Va., Clinical Diagnosis of Infection 
Following Chemotherapy and Antibiotics. 

Waltman Walters, Rochester, Minn., Present Status of Surgical Inter- 
vention in Peptic Ulcer. 

Axel N. Arneson, St. Louis, Ratiocination in the Treatment of Cancer 
of the Cervix Uteri. 

Francis M. Rackemann, Boston, The Doctor and the Patient with 
Asthma. 

Franklin G. Ebaugh, Denver, Anxiety Syndromes in Clinical Medicine. 


Chester M. Jones, Boston, Diagnostic and Therapeutic Value of Liver 
Function Tests. 
George G. Smith, Brookline, Mass., Treatment of Prostatic Carcinoma. 


WEDNESDAY 
Harold C. Lueth, Omaha, Neb., Clinical Considerations in the Treat- 
ment of Bright's Disease. 
a = ol F. Dixon, Rochester, Minn., Safety Factors in Surgery of the 


George M. Piersol, pay me Possibilities of Physical Medicine from 
the Standpoint of the Intern 
” n S. L. Browne, Montreal, , Response of the Adrenal Cortex 
o Disease and Injury. 
William B. Castle, Boston, Differential Diagnosis of Splenomegaly. 
Earl T. Engle, New York, Diagnosis and Treatment of Male Sterility. 
R. Arnold Griswold, Louisville, Ky., Physiologic Changes Resulting 
Vagotomy for Peptic Lag 
is., 


from 

William S. Middleton, Madison, Rickettsial Infections in the 

United States. 

Roscoe L. Sensenich, South Bend, Ind., President-Elect of the American 
Medical Association, General Management of Hypertension. 

THURSDAY 

Paul C. Colonna, Philadelphia, Diagnosis of Lesions in the Knee Joint. 

Otto H. Schwarz, St. Louis, ronic Subinvyolution of the Uterus, Its 
Pathology and Clinical Significance. 

Kenneth E. Appel, Philadelphia, Psychoanalytic Perspectives in Medicine. 

Cameron Haight, Ann Arbor, Mich., Surgical Treatment of Mediastinal 

Smith, Boston, Physiologic Advantages and Disadvantages 

genesis and Preventio 

E. Cowles ay ects “Baltimore, Factors in the Prognosis of Disease of 
Coronary Arteri 

James S. Speed, Memphis, Tenn., Treatment of Difficult Nonunions of 
the Long Bones. 

Panel on Obstetrics. 


Primary Respiratory Disease, 


FRIDAY 
Carl W. Laymon, Minneapolis, Cancer of the Skin, 
Herbert F. Traut, San Francisco, Functional Uterine Bleeding. 
William P. Holbrook, Tucson, Ariz., Rheumatic Fever. 
Alton Ochsner, New Orleans, Bronchogenic Carcinoma. 
Francis W. Lynch, St. Paul, Current Views on the Treatment of 


Syphilis. 

Chavis C. Higgins, 
Lithias 

New Orleans, Treatment of Early Carcinoma of 
he Larynx. 

William E. Grove, Milwaukee, Wis., 
Syndrom , A Practical Consideration. 
William iy ’ Bradford, Rochester, N. Y., 

Clinicopathologic Conference. 


Cleveland, Management of Patients with Renal 


Craniocerebral Post-Traumatic 


Streptomycin Therapy. 
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INDIANA 


Indianapolis Society Offers Aid to Prosecutor.—The 
Indianapolis Medical Society, in a letter to Prosecutor Judson 
Stark, has offered its assistance in the prosecution of Dr. Fred- 
erick E. Crum, Indianapolis, charged with performing an abor- 
tion on a young woman who later died. The physician has been 
arrested twice before on abortion charges but never has been 
convicted. The physician, 63 years of age, has been cited to 
appear before the state medical registration board to answer 
charges of “gross immorality.” Dr. Crum is now free under 
$2,000 bond. 

Drs. Kaadt and Smith Lose Licenses.—The Indiana 
Supreme Court has handed down a decision declaring that the 
State Board of Medical Registration and Examination was act- 
ing within its authority in revoking the medical practice license 
of Dr. Peter S. Kaadt, South Whitley, a graduate of Rush 
Medical College, Chicago, 1895, on the grounds of “gross im- 
morality.” Dr. Peter S. Kaadt and his brother, Dr. Charles F. 
Kaadt, were accused of selling “worthless diabetes cures” at 
their sanatorium. Dr. Charles F. Kaadt, a graduate of Keokuk 
(Iowa) Medical College, College of Physicians and Surgeons, 
1902, surrendered his license without a hearing. The Indianapolis 
Better Business Bureau brought charges against the Drs. Kaadt. 

Dr. George F. Smith, formerly of Terre Haute, has surren- 
dered his license to practice medicine in Indiana. He was 
charged by the Indianapolis Better Business Bureau with claim- 
ing “absolute and complete cures” for cancer, diabetes, syphilis 
and other diseases. Dr. Smith, a graduate of Washington Uni- 
versity School of Medicine, St. Louis, 1910, denied the charges 
in an appearance before the State Board of Medical Registration 
and Examination but agreed to cancellation of his license. He 
told the board he is now practicing in Chicago. 


KANSAS 


Red Cross Opens Blood Collecting Center.—The Sedg- 
wick County (Wichita) unit of the national peacetime blood 
collection program of the American Red Cross was opened 
formally January 16 by Basil O'Connor, chairman. Residents 
of the county donated 4,634 pints of blood to the center, and 
women workers contributed 15,000 hours of work during the 
preceding week. Other officials of the national office attended 


the ceremonies. 
MARYLAND 


Outbreak in Baltimore of Grain Itch.—The Baltimore 
City Health Department's Division of Industrial Hygiene re- 
cently aided in diagnosing a peculiar rash that appeared among 
12 employees of a local broom factory. The mite which caused 
the rash, identified as Pediculoides, and the Angoumois grain 
moth Sitotroga cerealella, which acts as one of the normal 
hosts of the mite, were found. Nine days after the first call for 
aid the plant was being sprayed with piperonyl butoxide and 
the outbreak was brought under final control. It is thought that 
the broom corn may in this instance have become infested in a 
freight car previously used to transport grain, for no such diffi- 
culty had been experienced in the factory from shipments brought 
by truck. Eight other broom factories in the city, employing 
about two hundred workers, were visited and gave no history of 
grain itch. In its sixty years’ existence employees of the affected 
plant had had no similar experience. 


NEW YORK 


Tuberculosis Society Meetings.—The annual conference 
of the New York Tuberculosis and Health Association will be 
held March 9 at the Hotel Pennsylvania, New York. Authori- 
ties on tuberculosis, social hygiene and health education will 
present papers. The Tuberculosis Sanatorium Conference of 
Metropolitan New York will meet simultaneously. 

Graduate Instruction at Port Jefferson, Watertown and 
Liberty.—The Medical Society of the State of New York in 
cooperation with the state department of health has arranged 
the following graduate programs: The Jefferson County Medical 
Society will hear Dr. Gray H. Twombly, New York, oe 
February 12, at the Hotel Woodruff, Watertown, at 8 | 
speaking on “Recognition and Treatment of Pelvic Coneae' " 
A teaching day on kidney disease has been arranged for the 
staff of the John T. Mather Memorial Hospital, Port Jefferson, 
on February 19 beginning: at 11:30 a.m. Dr. Louis F. Bishop Jr., 
New York, will speak on “Hypertension and Hypertensive Renal 
Disease ;’ ’'Dr. Edward C. Coats, New York, on “Suppurative 
and Calculous Diseases of the Kidneys,” and Dr. William Gold- 
ring, New York, on “Clinical Aspects of Glomerulonephritis.” 
Dr. Frederick N. Marty, Syracuse, will address the Sullivan 
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County Medical Society February 25 at 8:30 p.m. at the Lenape 
Hotel, Liberty, on “Plasma ‘Therapy and Whole Blood Trans- 
fusion.” 

New York City 

Fifth Harvey Lecture.—Hermann J. Muller, Sc.D., pro- 
fessor of zoology, Indiana University, Bloomington, will deliver 
the fifth. Harvey Lecture of the current series at the New York 


Academy of Medicine February 19 on “Evidence of the Precision 
of Genetic Adaptation.” 


Research on Epilepsy.—An anonymous gift of $5,000 for 
research in epilepsy has been received at the Columbia Univer- 
sity College of Physicians and Surgeons from a grateful father 
whose epileptic son regained his health. The money will be used 
to continue research in the Neurological Institute and the Baird 
Foundation Clinic. 


Regulation of Coin-Operated Washing Machines.—The 
estimated twenty thousand coin-operated washing machines in 
apartment houses in the city will be regulated by the Board oi 
Health after March 1 to enforce sanitary regulations concerning 
hot water and drainage. According to the New York Times, 
90 per cent of these machines are owned not by the landlords 
but by operating companies. Owners will be responsible for ade- 
quate supplies of hot water. The sanitary code was amended 
to require water to be heated to 140 F. (60 C.) rather than to 
the present 200 F. (94 C.). At the same meeting the health 
authorities tightened the regulations concerning commercial 
laundries and hand and diaper laundries. 


Savings Banks Endow Fellowship.—An endowed fellow- 
ship fund for medical research honoring the memory of the late 
Philip A. Benson, New York, has been established at the Long 
Island College of Medicine. Income from the fellowship of 
$34,200 will be awarded on an annual basis and will defray, in 
part, compensation of a man or woman selected to do investi- 
gative work in one of the college’s basic science or clinical 
departments. Funds to support this project were subscribed by 
the savings banks of the state and other interested friends and 
associates. Mr. Benson, who for many years was president of 
the Dime Savings Bank, had served as a trustee of the Long 
Island College of Medicine for twelve years and as chairman 
of its finance committee. 


MICHIGAN 


February Is Immunization Month in Michigan.—Local 
health departments and medical societies, the Michigan State 
Medical Society and the state department of health in February 
opened a campaign of immunization designed to reach every 
child in the state. The campaign will include the education of 
parents in the necessity of protection. Each county has made its 
own plans with the local health department coordinating and, 
where necessary, supplementing the work of practicing 
physicians of the area. No more than half a dozen counties 
in the state are adequately immunized to prevent an epidemic 
of diphtheria, according to th state health department, and 
whooping cough is appearing at a rate of more than 200 cases 
a week. The practicing physicians and local health departments 
will give the vaccines and toxoids, prepared by the state 
department of health, to every child whose parents wish him 
to have them without regard to whether the parents can pay 


for the treatment. 
MISSOURI 


Dr. Seelig Honored.—Dr. Major G. Seelig, for many years 
on the staff of the Barnard Free Skin and Cancer Hospital, 
St. Louis, was recently guest of honor at a dinner given by 
members of the staff and board members at Barnard. Dr. 
Seelig, now aged 73, is retiring and expects to make his future 
home in California. 


PENNSYLVANIA 


State Society Establishes the Benjamin Rush Awards. 
—The Pennsylvanian and the nonmedical lay organization 
which make the greatest contributions to the health of the 
people of the state will be presented the Benjamin Rush Award, 
an honor to be conferred each year by the Medical Society 
of the State of Pennsylvania. Service may have been made 
through study, research or other methods which have benefited 
the health of the general public of the state. Names of candi- 
dates for the awards will be received before March 31 by 
the board of trustees of the medical society from the county 
medical societies. This year’s awards will be made at the 
centennial celebration in Philadelphia in October. Named after 
Benjamin Rush, one of Pennsylvania’s leading medical men, 
surgeon-general in the Continental Army and signer of the 
Declaration of Independence, the award will be in the form 
of a bronze plaque contaming a bas-relief of Dr. Rush. 
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Philadelphia 


Blood Donor Center Near Completion. —The new $50,000 
Blood Donor Center, under construction at Jefferson Medical 
College and Hospital, is nearing completion. The new center 
will be integrated with Jefferson's blood- transfusion-plasma 
unit, which is under the direction of Dr. Lowell A. Eft. 


Annual Fraternity Lecture.—The Phi Delta Epsilon annual 
lectureship at Jefferson Medical College was delivered by Dr. 
Harry Goldblatt, Los Angeles, on January 13 in the college 
assembly hall, on “The Renal Origin of Hypertension.” Before 
the lecture a banquet was held at the Warwick Hotel in honor 


of Dr. Goldblatt. 
PUERTO RICO 


Group Arrives to Survey Medical Needs.—For the pur- 
pose of conducting a two week survey of medical needs of 
Puerto Rico and the Virgin Islands, at the invitation of Gov. 
Jesus T. Pifiero, and with the approval of Secretary of the 
Interior Julius Krug, a group of members of the American 
Medical Association arrived in San Juan January 20, headed by 
Dr. Ernest E. Irons, Chicago, Secretary of the Board of Trus- 
tees of the American Medical Association. Other members of 
the mission are Dr. William L. Benedict, eye specialist of the 
Mayo Clinic, Rochester, Minn.; Dr. George M. Saunders, epi- 
demiologist, Washington University, St. Louis; Dr. Edgar C. 
Person, surgeon of Cornell University, New York; Dr. John 
H. Willard, gastrointestinal specialist of Philadelphia; Dr. John 
H. Youmans, tuberculosis and nutrition specialist, University of 
Illinois School of Medicine; Dr. Heyworth N. Sanford, pedi- 
atrics specialist, Presbyterian Hospital, Chicago; Dr. James B. 
McLester, tuberculosis and nutrition specialist, Birmingham, 
Ala.; Dr. William A. Morgan, who acted as coordinator for 
the American Medical Assocation and the United States Depart- 
ment of the Interior; Miss Edna Newman, nurse of Cook 
County Hospital, Chicago; Miss Catherine Sandford, Mrs. 
Ernest E. Irons, Spencer Irons, Mary Hill, William Morgan 
and Elizabeth Morgan. A special program consisting of lec- 
tures, round tables on various topics, visits to hospitals and other 
institutions was prepared by the local branch of the American 
Medical Association, under the direction of Dr. Juan a Pons, 
commissioner of health of Puerto Rico, for the visiting physicians 
and specialists. After visiting St. Thomas, Virgin Islands, and 
Ciudad Trujillo, Dominican Republic, the group will return to 
New York via Pan American plane. 


GENERAL 


“If Your Child Stutters.”—A leaflet for distribution to 
parents of stuttering children has been prepared as_an initial 
step to eliminate sources of tension in the home. Physicians 
may obtain copies of the leaflet by writing to the Speech 
Information Bureau, National Hospital for Speech Disorders, 
61 Irving Place, New York 3. 

Electroencephalographers Meeting.—The Eastern Asso- 
ciation of Electroencephalographers will meet at the Montreal 
Neurological Institute, Montreal, nada, February 27-29. 
Among the subjects for discussion are “Operation for Focal 
Epilepsy with Electrocorticograms,” “Electroencephalographic 
Findings 1 in Patients with Brain Tumors” and “Brain Potassium 
in Relation to Behavior.” 

China Honors Missionary Doctor.—In tribute to the 
memory of Dr. Lee Huizenga, missionary physician in 
Shanghai who aided China in her fight against leprosy and tuber- 
culosis, China’s first national tuberculosis stamp is appearing. 
Dr. Huizenga founded China’s two largest tuberculosis sana- 
toriums, both in Shanghai. He died July 16, 1945 after two 
and one-half years in a Japanese prison camp. 

Hospitals and Homes Convention.—The annual meeting 
of the Board of Hospitals and Homes of the Methodist Church 
and the annual convention of the National Association of 
Methodist Hospitals and Homes will be held in Cincinnati 
February 17-19. Delegates will include hospitals and home 
administrators, chairmen of conference boards of hospitals and 
homes, members of boards of trustees of hospitals and homes, 
presidents of women’s auxiliaries, chaplains and_ religious 
directors. 

Scholarship for Training Hard of Hearing Teacher.— 
The American Hearing Society, through the Kenfield Memorial 
Fund, is offering a $100 scholarship to any prospective hard 
of hearing teacher of lip reading to hard of hearing adults 
who lives in the United States and who can meet the require- 
ments, bachelor’s degree or equivalent and professional training 
in lip reading. The scholarship must be used within one year 
from granting of the award, and applications must be filed 
between March 1 and May 1, 1948 with Miss Rose V. Feilbach, 
2431 14th Street N.W., Washington 9, D.C 
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Poliomyelitis Exhibits.—Scientific exhibits which graphi- 
cally depict data on poliomyelitis are available for annual 
meetings of state and regional medical associations. Prepared 
by the National Foundation for Infantile Paralysis, the exhibits 
cover diagnostic criteria, technic of muscle testing, histopathol- 
ogy and syndromes of bulbar poliomyelitis as well as results 
of scientific research on virus characteristics, role of flies and 
sewage and a working hypothesis of transmission during 
epidemics. Information may be had by writing to the Director 
of Scientific Information, National Foundation for Infantile 
Paralysis, 120 Broadway, New York 5 


Schering Award Winners.—Paul J. Kopsch, Richmond 
Hill, Long Island, N. Y., a senior medical student at the Long 
Island College of Medicine, is the recipient of the Schering 
Award for 1947 for his paper on “The Clinical Use of Androgens 
in the Female.” He received the first prize of $506. The second 
prize of $300 was awarded to Robert C. Foreman, Western 
Reserve Medical School, Cleveland, and the third prize of $200 
to Dr. Bernard L. Rosenberg, recently graduated from George- 
town University Medical School, Washington, D. C. Forty- 
three ‘contestants received honorable mention. The Schering 
Award is given annually for the best manuscripts prepared on 
a designated phase of endocrinology. Medical students of the 
United States and Canada are eligible for the contes . 


Postdoctorate Research Fellowships.—The Yale Uni- 
versity School of Medicine, New Haven, announces that 
applications are now being accepted for postdoctorate research 
fellowships for 1948-1949. These are the Alexander Brown 
Coxe Memorial Fellowships in the Biological Sciences, estab- 
lished in 1927; and the James Hudson Brown Memorial 
Fellowships, established in 1946 and available for promising 
applicants qualified to undertake research in the medical 
sciences, including clinical medicine and public health. The 
fellowships are open to graduates who hold the Ph.D. or M.D. 
degree and are awarded for one year but may be renewed. 
The annnal stipend, usually from $2,500 to $3,500, is determined 
by individual circumstances. An additional sum may. be 
assigned to the department to defray in part the cost of the 
proposed investigation. The closing date for applications is 
March 1. Information may be secured from Dr. C. N. H. Long, 
Dean of the Yale University School of Medicine, 333 Cedar 
Street, New Haven 11, Conn. 


FOREIGN 


Harofé Haivri, The Hebrew Medical Journal.—The fall 
issue of Harofé Haivri, or Hebrew Medical Journal, volume 
2, 1947, contains a section dealing with health in Palestine. 
Dr. L. Olitzki of the Hebrew University writes on the “Con- 
tribution of Bacteriologists for the Control of Infectious 
Diseases in Palestine”; Dr. Wolowelsky on “Present 
Status of Tuberculosis ‘in Palestine,” and Ernst Wodak on 
“Plastic Surgery.” Under the heading of “Historical Medicine” 
Dr. Leon Nemoy of Yale University, New Haven, Conn., 
writes on the great philosopher and physician of the thirteenth 
century—Ibn Kammuna. Dr. Yom-Tov Levinsky discusses in 
his article on “Folklore Medicine” the legends surrounding 
frogs and spiders as healing agents. The editor is Dr. Moses 
Einhorn. The original articles are summarized in English. 
The editorial office of the Hebrew Medical Journal is at 983 
Park Avenue, New York 28. 


CORRECTION 


Liver Extract in Treatment of Cirrhosis of Liver.—The 
first sentence in this abstract from the Review of Gastroenter- 
ology for October 1947 (Tue JourNaL, January 17, p. 210) 
should have read: Rawls and Ancona report on 22 patients 
with cirrhosis, 18 with Laennec’s and 4 with biliary cirrhosis, 
who received treatment for four months or longer. 


Marriages 


CaALviN WHINFiELD APPLEWHITE, New Miss 
Laverne Louise Viverette of Union, Miss., Sept. 5, ‘ 

James Warp Jr., Birmingham, Ala., to 
Mary Charbonnet of New Orleans, Oct. 27, 1947, 

Lewis Epwarp Jones, Norfolk, Va., to Miss Margaret 
Louella Williams of Milford, Del.. Sept. 23, 1947 

ManvueEt De Metto, New Bedford, Mass., to Miss Helen 
Pimental of Mattapoisett, Sept. 17, 1947. 
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Deaths 
Clarence Orion Cheney, White Plains, N. Y., for many 
years professor of clinical psychiatry, Cornell University Medi- 
cal College in New York, died Nov. 4, 1947, aged 60, of cerebral 


hemorrhage. r. Cheney was born in Poughkeepsie, N. Y., 
July 10, 1887. After graduating from Columbia University 


College of Physicians and Surgeons, New York, 1911, he became 
pathologist at the Manhattan State Hospital. In 1917 he was 
named assistant director at the New York State Psychiatric 
Institute, serving until 1922, when he became assistant super- 
intendent of the Utica State Hospital. Later he was medical 
superintendent of the Hudson River State Hospital, Poughkeep- 
sie. He was medical director at the New York State Psychiatric 
Institute and Hospital, Columbia-Presbyterian Medical Center 
in New York, from 1931 to 1936, when he became medical direc- 
tor at the New York Hospital-Westchester Division, in White 
Plains. He was instructor in psychiatry at Cornell, at the Uni- 
versity and Bellevue Hospital Medical College, and at the Syra- 
cuse University College of Medicine. Later he was professor of 
psychiatry at Columbia. In 1944 Columbia University awarded 
him its medal for professional distinction and public service. He 
was a president and secretary of the American Psychiatric Asso- 
ciation, and when the association established a certification board 
in 1933 he was the first chairman. He was also a fellow of the 
American College of Physicians and the New York Academy 
of Medicine; a president of the New York Psychiatric Society ; 
member of the American Medical Association; formerly secre- 
tary and chairman of the section on neurology and psychiatry, 
Medical Society of the State of New York; past president oi 
the Dutchess County Medical Society ; honorary member of the 
St. Louis Medical Society, and corresponding member of the 
Royal-Medico Psychological Association (England). Dr. Che- 
ney was a member of the National Committee for Mental 
Hygiene, a charter member of the American Board of Psychi- 
atry and Neurology and representative of the New York State 
Medical Society on the Board of Psychiatric Examiners of the 
New York State Department of Mental Hygiene. During 
World War I Dr. Cheney served on the local draft board and 
the Cornell Medical Advisory Board, and during World War II 
was psychiatrist to the medical advisory board of Westchester 
County and psychiatric examiner for the selective service induc- 
tion staff in New York. He was awarded the Congressional 
Selective Service Medal in 1945. He was consulting psychi- 
atrist to numerous hospitals and since 1946 had been consultant 
ior the Veterans Administration in New York. Dr. Cheney 
published many studies dealing with psychiatry and the adminis- 
tration of mental hospitals. He was an associate editor of the 
American Journal of Psychiatry and the Psychiatric Quarterly. 

Kingsley Roberts © New York: born in New York Dec. 
29, 1893; Jefferson Medical College of Philadelphia, 1920; fel- 
low of the American College of Surgeons and the New York 
Academy of Medicine; member of the American Public Health 
Association, American Hospital Association, American Public 
Welfare Association, Academy of Political Science and Ameri- 
can Academy of Political and Social Science; served in the 
U. S. Naval Reserve during World War I; medical director 
of the Bureau of Cooperative Medicine from 1936 to 1941, when 
he became executive director of the Medical Administration 
Service; chairman of the medical advisory board of the Group 
Health Cooperative, Group Health Federation of America; 
affliated with the Flower and Fifth Avenue Hospital, where 
he died Nov. 21, 1947, aged 53, of acute hepatitis. 

William John L. McCullough ® Washington, Pa.: born 
in Crosscreek, Pa., Feb. 10, 1880; Jefferson Medical College of 
Philadelphia, 1905; past president of the Washington County 
Medical Society; served during World War I; surgeon of the 
medical advisory board during World War IL; member of the 
American Association of Industrial Physicians and Surgeons; 
specialist certified by the American Board of Surgery; fellow 
of the American College of Surgeons; chief surgeon of the 
Hazel Atlas Glass Company; affiliated with the Washington 
Hospital; died Nov. 3, 1947, aged 67, of coronary thrombosis. 

George Aiken Dowling ® Seattle; born Little Valley, 
Minn., Jan. 24, 1879; Northwestern University Medical School, 
Chicago, 1905; specialist certified by the American Board of 
Internal Medicine; member of the North Pacific Society of 
Internal Medicine; fellow of the American College of Physi- 
cians; past president of the Pacific Northwest Medical Associ- 
ation; served during World War I; cited for selected service 
work during World War II; served as attending physician and 
secretary of the Virginia Mason Hospital; died recently, aged 
6&8, of cerebrovascular accident and hypertension. 
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Gerrit F. Blauvelt ® Nyack, N. Y.; College of Physicians 
and Surgeons, medical department of Columbia College, New 
York, 1873; past president of the Rockland County Medical 
Society and vice president of the Medical Society of the State 
of New York; one of the founders, and for many years on the 
staff and honorary chairman of the board of managers of Nyack 
Hospital; died Nov. 12, 1947, aged 98, of arteriosclerosis. 

Alexander Borland, Pontiac, Mich.; University of Louis- 
ville (Ky.) Medical Department, 1905; member of the Ameri- 
can Medical Association; a medical officer during World War 
I; served as director of health at the Michigan Agricultural 
College in East Lansing; for two years deputy coroner of Oak- 
land County; affiliated with St. Joseph Mercy and Pontiac 
General hospitals; died recently, aged 72. 

Laura Mary Hobbs Bourne ® Miami, Fla.; Western 
Reserve University School of Medicine, Cleveland, 1932: 
interned at the Columbia Hospital in Wilkinsburg, Pa., and 
the Biltmore Hospital; member of the courtesy staff of the 
Jackson Memorial Hospital, where she died recently, aged 42. 

Adrian LeRoy Cambre @ Atlanta, Mo.;: Keokuk (lIa.) 
Medical College, College of Physicians and Surgeons, 1907; 
died Nov. 3, 1947, aged 67, of cerebral hemorrhage. 

Edward D. G. Conkling, Newark, N. J.; New York 
Homeopathic Medical College and Hospital, New York, 1890; 
died in the East Orange (N. J.) General Hospital, Nov. 5, 1947, 
aged 85, of suppurative diverticulitis. 

John Webster Cressler, Wilkes-Barre, Pa.; Jefferson 
Medical College of Philadelphia, 1913; member of the American 
Medical Association; died recently, aged 59, of cardiovascular 
disease. 

William Kenneth Edwards ® Centerville, Tenn.; Vander- 
bilt University School of Medicine, Nashville, 1913; formerly 
secretary of the Hickman County Medical Society; served dur- 
ing World War I; died Nov. 16, 1947, aged 57, of coronary 
occlusion. 

John Marion Ellis, Mount Pleasant, Texas; College of 
Physicians and Surgeons, Little Rock, 1911; died recently, aged 
61, of nephritis and hypertension. 

Edward P. Goodrich, Winterport, Maine; Baltimore Medi- 
cal College, 1896; member of the American Medical Associ- 
ation; county medical examiner; for many years state district 
health officer and state physician, residing in Lewiston; died 


_ recently, aged 73, of cerebral thrombosis. 


Daniel Webster Gross, Worthington, Minn.; Jenner Medi- 
cal College, Chicago, 1899; died Nov. 2, 1947, aged 82, of cir- 
rhosis of the liver. 

William Hall, Halls, Tenn.; Memphis (Tenn.) Hospital 
Medical College, 1911; died in the Baird-Brewer Hospital, 
Dyersburg, recently, aged 67, of undulant fever. 

John Moore Hickman, Westville, Ill.; Medical College of 
Ohio, Cincinnati, 1896; died Nov. 18, 1947, aged 75, of carcinoma 
of the stomach. 

Jesse S. Hopkins, Nashville, Ark.; University of Nash- 
ville (Tenn.) Medical Department, 1906; died Nov. 24, 1947, 
aged 69. 

Clarence P. Lathrop, Hastings, Mich.; Chicago Home- 
opathic Medical College, 1890; member of the American Medical 
Association; founder and past president of the Barry County 
Medical Society; for many years county coroner; formerly 
assistant superintendent of the Ionia (Mich.) State Hospital; 
died Nov. 13, 1947, aged 77, of coronary occlusion. 

Philip Max Le Beau, Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1910; affiliated with the Belmont Hospital, where he 
died Noy. 9, 1947, aged 62, of coronary heart disease, chronic 
peptic ulcer and arteriosclerosis. 

Ruffin Longest, Wynne, Ark.; University of Nashville 
(Tenn.) Medical Department, 1899; died recently, aged 78, oi 
carcinoma of the colon and liver. 

William Halbert Martin, Holly Grove, Ark.; University 
of Tennessee College of Medicine, Memphis, 1927; member of 
the American Medical Association; died in St. Joseph’s Hos- 
pital in Memphis, Tenn., recently, aged 46, of heart disease. 

James Egan McLoone ® La Crosse, Wis.; Rush Medical 
College, Chicago, 1923; past president of the-La Crosse County 
Medical Society; fellow of the American College of Surgeons ; 
member of the Wisconsin Surgical Society; district surgeon 
for the Milwaukee and Burlington railroads; affiliated wit 
St. Francis Hospital; shot and killed Nov. 14, 1947, aged 49. 
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Samuel P. Mengel ® Wilkes-Barre, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1894; member 
of the House of Delegates of the American Medical Association 
from 1924 to 1929 and from 1931 to 1940: member of the 
founders group of the American Board of Surgery; fellow of 
the American College of Surgeons; afhliated with the Mercy 
and Willkes-Barre General hospitals ; chief surgeon for Lehigh 
Valley Coal Company ; died Nov. 11, 1947, aged 77, of carcinoma 
of the thyrnid. 

Jennie E. Nesbitt, Vallejo, Calif. ; Hahnemann Medical 
College of the Pacific, San Francisco, "1905; died in Orange 
recently, aged 86, of cerebral vascular accident and broncho- 
pneumonia. 

Upton Darby Nourse ® Dawsonville, Md.; Georgetown 
University School of Medicine, Washington, D. C., 1900; served 
as president of the Montgomery County Medical Society ; affli- 
ated with the Frederick Memorial Hospital in Frederick, where 
he died Nov. 14, 1947, aged 71, of acute ay thrombosis. 

William Francis Peters, Homer City, Pa.; Medico-Chir- 
urgical College of Philadelphia, 1916; served during World War 

; died recently, aged 59, of heart disease. 

‘Ellis Powell @ West Monroe, La.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1918; president 
of the parish and city boards of health; affliated with St. Fran- 
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De Mont Ryan ® Dryden, N. Y.; Syracuse University 
College of Medicine, 1904; for many years president of the 
board of education; died recently in the Cortland (N. Y.) Hos- 
pital, aged 71, of cerebral thrombosis. 

Ira Clarence Stayner, Spencerville, Ohio; Washington 
University School of Medicine, St. Louis, 1904; served as a 
member of the school board in Spencerville and as assistant 
physician for the Ohio State Institution for Feebleminded at 
Apple Creek; died recently, aged 78, of cardiovascular renal 
disease. 

John Wheeler Tulles, Long Beach, Calif.; Kansas City 
(Mo.) Medical College, 1889; served as town councilman and 
member of the school board; died Oct. 28, 1947, aged 95, of 
chronic myocarditis. 

Guy Wallace, Oakland, Calif.; College of Physicians and 
Surgeons, Los Angeles, 1917; died in the Providence Hospital 
Nov. 4, 1947, aged 61, of cerebral hemorrhage. 

Alonzo Higbee Waterman ® Chicago; the Hahnemann 
Medical College and Hospital, Chicago, 1906; fellow of the 
American College of Physicians; specialist certified by the 
American Board of Internal Medicine; served on the staff of 
Henrotin and Illinois Masonic hospitals; died Nov. 26, 1947, 
aged 67, of coronary thrombosis. 


* 


Lieut. (JG) Joserpn A. Feperowicz 
(MC) U. S. Navy, 1916-1945 


Compr. Fromas H. Hayes 
(MC) U. S. Navy, 1897-1945 


Compr. Geo. R. Hocsuire Jz. 
{C) U. S. Navy, 1906-1944 


cis Sanitarium and Monroe Charity Hospital in Monroe; died 
in the Touro Infirmary, New Orleans, Nov. 12, 1947, aged 54, 
of adenocarcinoma of the liver with metastases and Laennec’s 
cirrhosis. 


Albert Zrunek ® Chicago; Univerzita Komenského Fakulta 
Lékarska, Bratislava, Czechoslovakia, 1922; affiliated with the 
Chicago Memorial Hospital, where he died Nov. 19, 1947, aged 
54, of coronary occlusion. 


KILLED IN ACTION 


Joseph Anthony Federowicz ® Acting Assistant Sur- 
geon Lieutenant (jg), U. S. Navy, Philadelphia; Jefferson 
Medical College of Philadelphia, 1942; interned at the 
Naval Hospital; served a residency at the French Hospital 
in New York; entered the U. S. Navy Oct. 14, 1943; killed 
in action June 16, 1945, aged 29. 

George Riley Hogshire Jr. ® Surgeon, Lieutenant 
Commander, U. S. Navy, Portland, Ore.; born in Lebanon, 
Ind., Jan. 11, 1906; University of Oregon Medical School, 
Portland, 1931; entered the U. S. Navy in 1931, interning 
at the U. S. Naval Hospital in Mare Island, Calif.; on duty 
at Pearl Harbor as junior medical officer on the U. S. S 
Beaver; transferred to Bremerton Naval Hospital; then 
was assigned to the Destroyer Division and to the U. S. S. 
Smith; outpatient physician at the Naval Dispensary, Long 
Beach, Calif.; in February 1941 went to the Philippines, 


where at the outbreak of war he served on Corregidor with 
the 4th Regiment of the Marines; after the fall of Corregi- 
dor was a ward medical officer in Bilibid Prison; awarded 
the Silver Star, Bronze Star Medal and the Gold Star in 
lieu of the Second Bronze Star Medal; died in the Asiatic 
area Oct. 24, 1944, aged 38, when the ship on which he was 
being transported to Japan was sunk. 


Thomas Hirst Hayes © Medical Inspector, Com- 
mander, U. S. Navy, Alexandria, Va.; George Washington 
University School of Medicine, Washington, D. C., 1920; 
entered the U. S. Navy as a lieutenant (jg) in August 
1924; promoted through the various ranks; taken prisoner 
by the Japanese at the fall of Corregidor and held in Bili- 
bid Prison; killed Jan. 9, 1945, aged 46, while on a 
Japanese Prison ship which was bombed in a harbor in 
Formosa. 


& 
| 


FOREIGN 


Foreign Letters 


LONDON 
(From Our Regular Correspondent) 


Jan. 8, 1948. 


The National Health Service Act Opposition 
of the British Medical Association 

The negotiations between the negotiating committee of the 
medical profession and the Minister of Health with regard to 
the National Health Insurance Act have at last been published 
and reveal a serious disagreement. The British Medical Asso- 
ciation has sent to every member of the profession a statement 
of their objections with the minister’s reply. They point out 
that the medical profession itself has provided the main impetus 
toward the establishment of a comprehensive medical service. 
From time to time since 1920 it has evolved statements of 
policy and published constructive proposals. Such differences 
as have arisen with the government relate not to the objective 
but to the means of reaching it. In the public interest the 
profession is opposed to any form of service which leads directly 
or indirectly to the members of the medical profession becoming 
full time salaried servants of the state. The profession should 
remain free to exercise the art of medicine according to its 
traditions, the individual doctor retaining full responsibility for 
the care of the patient. The citizen should be free to choose or 
change his family doctor; to choose with his family doctor the 
hospital in which he should be treated and to decide whether 
to avail himself of the public service or to obtain medical service 
independently. Doctors should, like other workers, be free to 
choose the form, place and type of work that they prefer, with- 
out governmental direction. 

The two features of the act which have aroused the greatest 
misgiving in the profession are the abolition of the custom of 
buying and selling practices and the establishment of a machine 
of “negative direction” over the movements of general prac- 
titioners. On the need for better distribution of doctors the 
Minister of Health based his arguments for the abolition of 
ownership of goodwill in practice. But problems of distribution 
can be met in a satisfactory way by dealing with cases of under- 
doctoring as they occur. No areas will remain underdoctored 
because of inability to purchase medical service, for, as a result 
of the act, there will be available medical payment in respect 
of every member of the community. Any remaining deficiency 
in particular localities can be remedied by adjusting the con- 
ditions of service to attract practitioners to the underdoctored 
area. The abolition of the established practice of buying and 
selling practices would create more difficulties than it solves. 
Practically every existing partnership is governed by an agree- 
ment which provides that on the retirement, death or sickness 
of one partner the other partner or partners shall have the 
option, and often the obligation, to purchase the share of the 
outgoing partner. The altered position produced by the act will 
give rise to insurmountable difficulties in carrying out the agree- 
ment. A doctor may be required to buy a partner’s public prac- 
tice, the capital value of which he cannot realize, the income 
from which he cannot receive, and compensation for which is 
not available to him. It is in the best interest of the public that 
general practitioners should retain the ownership of the goodwill 
of their practices. This provides an important incentive, encour- 
ages good work and provides a basis for cooperation between 
doctors. 

The act makes possible a state monopoly of hospitals and may 
also be applied to institutions not generally regarded as hos- 
pitals, such as nursing homes. State ownership of these is not 
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essential to the efficiency of the medical service and would 
deprive the profession of facilities for independent practice which 
are necessary for the maintenance of a high standard of medical 
practice. The fear is aroused that a Minister of Health may 
establish a monopoly in hospitals by compulsorily acquiring any 
private hospital or clinic. On public grounds he should not be 
allowed to establish such a monopoly. He also is given power 
to allow any practitioner on the staff of a hospital to treat his 
private patients at that or any other hospital. The committee 
holds that the minister’s discretion should be replaced by an 
obligation to permit specialists in the service to attend their 
patients in private hospital accommodations. 


THE MINISTER'S REPLY 

In reply the Minister of Health says that the scheme in no 
way interferes with the doctor's relationship to his patients, of 
which the very essence should be personal znd confidential. The 
object of the act is simple: it is to help, by public funds, to 
insure that any one—the highest or the lowest—should be con- 
fident of getting all the best that the great profession can give. 
If the members of the profession rally to it, the greatest health 
service in the world can come into being. A scheme of this 
magnitude is bound to need amending as it is found wanting. 
But in its conception it is of incalculable value to the great mass 
of the population, and the, medical profession will be the first 
to want—as they have wanted—something of the kind. For his 
part, the minister is concerned mainly to get this great national 
scheme launched and to plan wider and wider lines, with the 
physicians directly cooperating in the management. He asks 
them to help him in launching and in constantly improving it as 
it goes along. 


THE ATTITUDE’ OF THE BRITISH MEDICAL ASSOCIATION 
The Council of the British Medical Association has issued a 
statement that on no single major issue has the minister 
responded to the reasoned arguments of the profession. On 
January 31 a plebiscite of all members of the profession will be 
taken, and on the result the British Medical Association will 
determine its future action. Whatever the result, no doctor will 
be advised not to render service to his patients or not to con- 
tinue with his professional work. If the profession decides 
against service, consultants and specialists will be advised to 
continue with their hospital work, meanwhile refraining from 
entering into contract with regional hospital boards; general 
practitioners will be advised to continue with their practices but 
without entering into contract with local executive councils; 
health officers will be advised to continue with their work under 
local authorities. 

Parliament has given to every doctor the right freely to enter 
or not to enter the service. The medical profession, while never 
willing to withdraw its services from the public, is fully entitled 
to say that the state service offered is, in its considered view, 
opposed to the best interests of the public and the profession. 
In spite of the minister’s promise that he would, if convinced, 
seek amendment of the act, he has remained unconvinced and 
impervious to argument. Thus, for nearly a year the association 
has worked at the conference table to no purpose. The council 
asks whether the service, as described by the minister, con- 
flicts with the traditions and standards of a great profession. 
They reply that there is only one answer that they can give to 
this question. It does so conflict. Thus the stage seems set for 
a great struggle between the government and the medical pro- 
fession, which, with the great increase of membership due to 
the apprehensions aroused by the scheme, the British Medical: 
Association can claim to fully represent. Like all socialistic 
schemes, this one is quite laudable in its intention but the prac- 
tical difficulties of carrying it out are ignored. 
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FOREIGN 
Red Cross Society to Establish Hospitals in India 

The withdrawal of British rule from India has taken place 
without any manifestation of gratitude for the benefits conferred 
by the introduction of European civilization. India has also 
chosen not to remain within the British Commonwealth of 
nations, of which each enjoys complete autonomy. This has 
caused some disappointment in this country, but nothing but 
goodwill has been manifest for the new states. This is shown 
by the efforts of the British Red Cross Society to relieve the 
distress in India. A beginning is to be made by establishing a 
hospital of two hundred and fifty beds, with room for another 
one hundred and fifty, at Lahore. Besides this main hospital 
there will be three subsidiary hospitals, each with fifty beds, and 
two or three mobile dispensaries with a fleet of twenty-four 
ambulances attached to them. The establishment of the hospital 
and its subsidiaries is expected to use up all the $400,000 allo- 
cated by the society for relief in India as well as the money 
raised by subscriptions. The first hospital is expected to be 
ready for use in March, and its specialist staff of twenty per- 
sons is being formed in England. It will be headed by Colonel 
W. Lawe, who has had twenty-four years in the Indian Medical 
Service, the last thirteen of which were spent exclusively in 
work for the Indian civil population. The remainder of the 
staff is being recruited in India and Pakistan. 

Four main hospitals will be needed in Pakistan to provide 
even the foundations of an adequate relief scheme. To maintain 
them will cost $800,000 a year. Because of the climate in the 
Lahore region tent hospitals would be most unsuitable, especially 
in the hot season. Materials will be divided between India and 
Pakistan, but only Pakistan has asked for a staff. 


BOLIVIA. 
(From Our Regular Correspondent) 
La Paz, Dec. 18, 1947. 


Life Expectancy at High Altitudes 


Are there any effects of continuous exposures to high altitudes 
on birth rates, mortality and life expectancy? The city of 
La Paz, with 300,000 inhabitants, is situated at 12,000 feet (3.66 
kilometers) above sea level. There are also other regions in this 
country which are at average levels, around 1,000 feet (0.3 kilo- 
meter) above sea level. 

A preliminary study based on figures for 1942 to 1944, has 
been released by the statistical office, which in turn has collected 
them through the regular channels of the registrars’ offices all 
over the country. In this study, the country was divided into 
three sections, each consisting of three districts. The first sec- 
tion, zone 1, comprises those districts where most inhabitants 
live constantly at average altitudes exceeding 10,000 feet (3 kilo- 
meters; zone 2, those districts with an average altitude between 
3,000 and 10,000 feet (0.9 and 3 kilometers), and, finally, zone 3, 
those districts which are situated at an average altitude of less 
than 3,000 feet (0.9 kilometer). 

The population investigated was comprised of whites, 17.6 per 
cent; mestizos, 30.6 per cent; Indians, 51.5 per cent, and other 
races, 0.3 per cent. 

The country actually has 3,780,500 inhabitants, distributed to 
the aforementioned districts and zones. 

Over half the population (57 per cent) lives and works con- 
stantly on levels above 10,000 feet (3 kilometers), and a certain 
part even at altitudes as high as 15,000 feet (4.57 kilometers) 
above sea level. 

As to the climate, zone 1 is moderately cool, with an average 
annual temperature of about 9 C. (48 F.); zone 2 has a sub- 
tropical climate and an annual average temperature of 17 C. 
(62.6 F.), and zone 3 is tropical, with an annual average tem- 
perature as high as 25 C: (77 F.). The inhabitants of each zone 
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can be considered as completely acclimated to their respective 
altitudes, as only relatively few of them ever move from one 
zone to another. 

BIRTH AND DEATH RATES 

Altitude seems to have relatively little influence on the birth 
rates. Surprisingly enough, birth rates are higher in zones 1 
and 2, above 3,000 feet (0.9 kilometer). Natality rates were 
best in zone 2 and were followed by those of the highland 
(zone 1). Thus low atmospheric pressure seems to have no 
untoward effect on the birth rate, considering that practically 
all the inhabitants were acclimated. Conditions for unacclimated 
persons are somewhat less favorable. 

The mortality rates were almost identical in the two zones 
(1 and 2) above 3,000 feet (0.9 kilometer), but they were com- 
paratively higher than in the lowlands (15.7 per cent as against 
9.3 per cent). This large difference between the zones is note- 
worthy, but no definite reason can be offered so far. Excessive 
differences with regard to individual cause of death in each 
zone, which eventually could account for that surprising obser- 
vation, were not detected; only diseases of the respiratory tract 
were somewhat above the average figures in zone 1. The annuat 
increase of population was highest in zone 3, the lowest section 
of the country. 

INFANT MORTALITY 


Infant mortality is a major problem all over South America, 
and thus the comparatively high figures are not surprising. The 
average death rate for children under 1 year of age for 1944 
works out at 133.3 per thousand living children. The figure 
compares not unfavorably with that of some other countries of 
the Continent. 

The effect of altitude on infant mortality is noteworthy. 
Although in the lowlands (zone 3) with its tropical climate 
and high incidence of malaria the annual mortality rate stayed 
at 93.3 per thousand, the corresponding figure for the highlands 
(zone 1) was 142.2 per thousand. Thus a baby born near sea 
level had 50 per cent more chance to survive his first year of 
life than did his companion at 10,000 feet (3 kilometers). The 
relative frequency of whooping cough and congenital weakness 
accounts for some of the additional deaths in zone 1, but does 
not explain completely the difference as against zone 3 (low- 
land); nor are there any better hospital and medical facilities 
in the lower sections of the country than in the higher ones. 


Death Rates in Other Age Groups 


Striking differences due to altitude became evident in the 
death rate of the age group from 1 to 5 years. While only one 
eighth of all the deaths belonged to that group in zone 3, in 
zone 1 more than one quarter of the deaths had been in that 
age group. Again no one specific disease could be blamed for 
this relative excess in zone 1, even though diseases of the 
respiratory tract were somewhat more frequent in that section. 

Less striking were the differences in the age group from 5 to 
14 years, but even there the child in the lower altitudes had a 
better chance of survival. Figures for the age groups from 
25 to 64 show a lower death rate in zone 1; figures for the 
ages above 65 are fairly mixed for all the sections. The average 
ages at death were as follows: zone 1, about 31 years; zone 2, 
about 34 years, and zone 3, about 37 years. 

Thus life expectancy in the lower sections was also found. to 
be much better than in the highest zone. 


CONCLUSIONS 

1. Continuous exposure to excessive altitudes results in a 
sharp rise of infant and child mortality, and therefore in a 
reduced life expectancy even in acclimated persons. — ; 

2. This same continuous exposure seems to be without any 
untoward effects on the birth rates; on the contrary, those rates. 
were even better in the higher sections. 
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Correspondence 


ESTIMATION OF PROTHROMBIN TIME 


To the Editor:—The opinion grows that the results of esti- 
mation of prothrombin time should be reported in terms of per 
cent or of per cent of normal. Recently, a plea has been made 
that the practice be made universal (Allen, E. V.: THe Jour- 
NAL, page 323, May 24, 1947). The main reason for the sug- 
gestion has been stated by Barker, Hines, Kvale and Allen: 
“If clinicians become accustomed to discussing concentrations of 
prothrombin in terms of percentage rather than time, it is pos- 
sible to compare the results of the tests performed in many insti- 
tutions or by individual physicians in different institutions” 
(dm. J. Med. 3:636 [Nov.] 1947). Percentage figures in most 
published reports are based on the construction of a curve of 
average prothrombin times of serial dilutions of normal plasmas 
plotted against the dilutions of these plasmas expressed in the 
percentage of whole plasma. Not infrequently, there is no state- 
ment as to how the percentage figure is obtained. Albeit, in 
using this concept several facts must be considered : 

The conversion to percentage must be obtained from a curve 
derived from the activity of the particular thromboplastin used. 
Otherwise, it may be misleading. This is obvious from the 
degree of variation in prothrombin time-per cent curves obtained 
by different workers. (An excellent example of this occurs in 
the brochure published by a pharmaceutical house marketing 
“dicumarol,” E. R. Squibb & Sons). Thus, Aggeler and others 
(Blood 1:220 [May] 1946) report whole plasma prothrombin 
time 11.5 seconds and 12.5 per cent plasma prothrombin time 
55 seconds. Shapiro (Exper. Med. & Surg. 2:103 [May] 1944) 
reports prothrombin time of whole plasma 16 seconds and of 
12.5 per cent plasma 40 seconds. To be accurate, each worker 
must construct his own curve on the basis of the clotting time 
characteristics of the thromboplastin he uses. He then deter- 
mines the per cent solely by prothrombin time. When this is 
done, he can just as readily establish values, in tire, for “dicu- 
marol” therapeutic range or for normal limits. 

The use of the term percentage prothrombin is misleading 
because it implies expression of the concentration of prothrom- 
bin. (See preceding statement by Barker and associates.) Actu- 
ally, it is the clotting activity of an altered sample of plasma 
which is being estimated. Rapoport (Proc. Soc. Exper. Biol. 
& Med. 64:478 [April] 1947) has shown that when plasma with 
reduced prothrombin activity is diluted, its dilution curve is not 
superimposable on that portion of the normal prothrombin time- 
per cent curve which it should theoretically duplicate. Further- 
more, Shapiro and others have called attention to the lack of 
uniformity in the relationship of whole and diluted plasma pro- 
thrombin time m certain pathologic states, i. e., a reduced dif- 
ference between whole and diluted plasma prothrombin time in 
hyperprothrombinemia (Proc. Soc. Exper. Biol. & Med. 50:85, 
1942; Shapiro and others, J. Clin. Investigation 22:137, 1943). 

In view of these facts it seems clear that unpredictable errors 
may enter when the curve constructed from normal plasma is 
applied to a result obtained with pathologic plasma in which 
substances other than prothrombin may affect prothrombin time. 

Given samples of plasma do not invariably yield the same per 
cent prothrombin activity when determined by different thrombo- 
plastins, even if the respective prothrombin time-per cent curves 
are used. These facts minimize the claim that reporting results 
in terms of per cent makes it possible for different workers using 
different thromboplastin preparations to quantitatively compare 
their results more easily than if results are reported in terms of 
time. By analogy one may ask, what service would it render 
to report blood cholesterol or sugar or red blood cells in per 
cent of normal? The unjustified assumption of accuracy which 
the percentage figure connotes is exemplified in the expression 
of basal metabolic rate in terms of per cent. 
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It seems to us that to, follow adequately the prothrombin 
response to “dicumarol,’ the clinician should know the normal 
range of the thromboplastin used and the therapeutic range he 
wishes to establish in terms of time. With this knowledge the 
calculation of percentage is superfluous; without it the percent- 
age figure is misleading. Of additional importance is the fact 
that use of figures as percentage of normal may rapidly acquire 
the connotation of a sense of accuracy which has not been 
proved. Estimation of prothrombin time is, at best, an indication 
of the in vitro clotting capacity of a specimen of plasma obtained 
and studied under certain standardized conditions. 

In pathologic conditions, such as thrombotic or hemorrhagic 
states, certain interfering or accelerating substances can be 
demonstrated in the blood (Shapiro: Proc. New York Path. 
Soc. 1946-1947, to be published). These substances generally 
lose their activity in plasma diluted 1:8. Hence, by measuring 
the values of whole and diluted (12.5 per cent) plasma, the 
clinician may gather information which may be of more clini- 
cal significance than either single estimation. Such phenomena 
escape detection when percentage figures are quoted. 

The application of estimation of prothrombin time in clinical 
medicine is not confined to following responses to “dicumarol.” 
Diluted (12.5 per cent) plasma prothrombin time and response 
to vitamin K can be used as a liver function test. It has many 
uses in detecting and categorizing certain dyscrasias of the blood. 
The method demands the use of a standardized thromboplastin. 
If a thromboplastin preparation with an optimum range of 
activity should be adopted as the universal standard, there would 
be no difficulty in comparing résults obtained in the various 
laboratories. With such a system, the results could he given in 
time, and it would eliminate the need for additional means of 
calculation, including percentage values. 


SHEPARD SHAPIRO, M.D. 
Murray WEINER, M.D. 
New York. 


FELLOWSHIP IN STUDY OF 
ATOMIC ENERGY 


To the Editor: —For some time the Atomic Energy Commis- 
sion has been concerned with the shortage of trained personnel 
in the fields of medicine and biology as they apply to atomic 
energy. Because of the importance of a broad program for the 
study of these fields, the Atomic Energy Commission announces 
a fellowship training program, which includes a number of 
fellowships for doctors of medicine. These doctors of medicine 
will receive two years of intensive training in atomic energy as 
it applies to medicine. 

The program will be administered by the National Research 
Council, and further detailed announcements will be forthcoming 
in the near future with the hope that a group of fellows may 
begin training by Sept. 1, 1948. There will be an adequate 
stipend with consideration of the marital status of the fellows. 
Training will include formal instruction in such essential sub- 
jects as chemistry, biology, physics and mathematics, with par- 
ticular emphasis on their application to the medical aspects of 
atomic energy. It is planned that after a year of such funda- 
mental training, the fellows would enter into fundamental and 
clinical research programs which are in progress at the various 
regional laboratories of the commission. At the termination of 
their training, fellows will be free to follow careers of their own 
choice. However, there will be opportunities for suitable candi- 
dates in the various medical facilities of the commission, and 
with the amplification of medical school departments in this field 
there will be opportunities in such institutions. it is hoped that 
such a fellowship program will produce a group of well trained 
physicians in this new and vital field. 


Surecps WarREN, Washington, C. 
Interim Director, Division of Biology and Medicine, 
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Validity of Law Permitting Detention of Prostitutes 
for Venereal Examination.—The petitioner filed an original 
action in habeas corpus to secure her release from confinement 
in the city jail of Oklahoma City. The case was heard in the 
criminal court of appeals of Oklahoma. 

The petitioner was arrested in an apartment house on the 
evening of May 11 and placed in the city jail with the booking 
“vagrancy by prostitution, investigation, and hold for clinic.” 
The next afternoon she pleaded guilty to the charge of vagrancy 
before the police judge, who directed that she be taken to the 
venereal disease clinic for examination. There a specimen for 
a slide examination was immediately taken to determine whether 
she had gonorrhea. At the same time, a specimen for a culture 
-was taken and sent to the state laboratory for examination. 
The proof showed that the examination of the slide would dis- 
close within just a few hours whether the patient was imfected 
but that it took forty-eight hours to get the result of the culture 
test. The examination of the slide was negative, but at the 
time of the hearing the I-boratory had not completed its test 
on the culture. 


The law under which the respondent justified his restraint of 
the petitioner provided: “The keeper, manager, guard or per- 
son in control of every prison or penal institution in this state 
shall cause to be examined every person confined in such prison 
or penal institution after conviction for any offense, to determine 
whether such person is an infected person. State and local 
Health Officers, or their authorized deputies who are physicians, 
are empowered to examine those who are arrested by lawful 
warrant for vagrancy, prostitution, rape or other sex crimes for 
the purpose of determining if they are infected with venereal 
disease. Every such person shall submit to such examination 
and permit specimens to be taken for laboratory examinations. 
Such person may be detained until the results of such exami- 
nation are known. The required examination shall be made by 
the Health Officer, or, at the option of the person to be exam- 
ined, by an approved licensed physician. All persons found to 
be infected with a venereal disease shall be treated by the local 
Health Officer or a licensed physician of their own choice until 
said person is noninfectious or dismissed by said physician. In 
the event such person infected with a venereal disease refuses 
or fails to submit to treatment, then said person may be quaran- 
tined for the purpose of treatment and reported to the State 
Board of Health.” 

The petitioner contended that the foregomg statute 1s uncon- 
stitutional for the reason that it amounts to forcing a person to 
give testimony against one’s self and constitutes an illegal dele- 
gation of legislative authority. She further contended that the 
rules, procedure and acts on the part of the police department 
in the manner in which they effected her arrest and detention 
were illegal and unconstitutional throughout. In a prior case 
construing the venereal disease act of 1919, the criminal court 
of appeals said: “The power of the Legislature to prevent the 
introduction and spread of infectious and contagious diseases 
cannot be questioned, and the power to make quarantine regu- 
lations is one of the most important conferred upon the health 
authorities, and such regulations constitute a proper exercise of 
police power.” 

The petitioner contended that a police officer may not arbi- 
trarily arrest a person on suspicion of a communicable venereal 
disease but that such fact must be judicially determined before 
the infected person may be restrained of her liberty or detained 
for examination and treatment. The court pointed out that the 
only person in Oklahoma City who commits a suspected infected 
person to the clinic for examination is the police judge, and he 
does so only when the proof before him shows that the suspected 
person is one of the class named in the statute. Here, the peti- 
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tioner was a known prostitute who admitted that she had at 
one time been infected with a venereal disease. Certainly, if 
the statute is constitutional, there were sufficient grounds for 
the police judge to believe that the petitioner should be detained 
at the clinic until her venereal tests were completed. Counsel 
for the petitioner contended that the policemen are making it so 
tough for the petitioner through numerous arrests, and holding 
her for examination at the clinic, that it results in the petitioner 
spending a large part of her time in illegal restraint. The peti- 
tioner plead guilty to vagrancy by prostitution committed on the 
mght of May 11. If she continues to follow the illegal profes- 
sion of prostitution, one of the hazards that she must contem- 
plate is that the police might arrest and prosecute her for such 
conduct and as a necessary corollary to such arrest detain her 
in the quarantine ward for examination in order to protect that 
part of the public who might seek. the services of the petitioner 
in her profession from becoming infected with a communicable 
venereal disease. 

The adoption of laws for the protection of public health is 
universally considered to be a valid exercise of the police power 
of the state as to which the legislature is necessarily vested with 
large discretion, not only in determining what are contagious 
and infectious diseases but also in adopting means for preventing 
the spread thereof. The act in question specifically names the 
conditions under which a suspected person may be detained for 
examination. li a person is lawfully arrested fer one of the 
crimes mentioned in the statute and the officers mentioned are 
of the opinion that an examination should be given to determine 
whether that person is infected with a venereal disease, the 
suspected person is entitled as a matter of right to have the 
test given as speedily as is possible so that her quarantine will 
not be longer than is absolutely necessary to determine whether 
there is an infectious disease. One of the most important rights 
guaranteed under our constitution is liberty of the citizen. This 
cannot be lightly passed over. We will not allow an encroach- 
ment on that right except in an emergency occasioned by danger 
to the public health and then only in strict compliance with the 
statutes. 


It is our conclusion, said the court, that the statute in ques- 
tion does not make an illegal delegation of legislative authority. 
If the petitioner is right in her contention that the policemen 
acted maliciously and detained her an unnecessary length of time 
under the pretense of giving her venereal tests, her recourse 
is in the civil courts. We wish, however, to emphasize that 
officers who are sworn to enforce the law, in following the 
statute which has been given them for the purpose of combating 
the spread of venereal disease, should not use such authority as 
a cloak to give unwarranted and additional punishment to per- 
sons on the ground that they are suspected of infection with a 
venereal disease. Accordingly the petitioner's request for the 
writ of habeas corpus was denied.—Ex parte Fowler, 184 P. 
(2d) 814 (Okla., 1947). : 


Workmen’s Compensation Acts: Inhalation of Dust as 
Cause of Heart Ailment.—The petitioner filed a claim for a 
compensation award, which was granted by the referee. The 
referee's award was reversed by the commission but later affirmed 
by the circuit court. Accordingly the employer appealed to the 
Supreme Court ot Arkansas. 

The petitioner had worked for the Batesville White Lime 
Company for twenty-three years, and much of the time his duties 
kept him around a rock crusher where the air was heavily 
impregnated with dust. After the petitioner's claim was filed, 
the matter was referred to a medical board in conformity with 
the Arkansas workmen's compensation law, which reported that 
it found no evidence of petitioner's being afflicted with silicosis 
or tuberculosis but found “that the inhalation of dust in the 
employment has aggravated a preexisting heart condition, which 
in Our opinion renders the claimant totally and permanently dis- 
abled from following any occupation.” On the basis of this 
report, the referee granted an award. The employer and the 
commission took the position that, since this inhalation of dust 
continued over a period of years, so that the damage to the 
petitioner's heart by the additional strain imposed on it was 
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probably gradual, there was no trauma which would admit of a 
finding of accidental injury within the meaning of the term as 
used in the workmen’s compensation law. 

The Supreme Court first pointed out that the terms of the 
workmen’s compensation act must be given a liberal interpreta- 
tion in favor of the claimant and, further, that the Arkansas 
act provides that “there shall be a prima facie presumption 

that the claim comes within the provisions of this Act.” 
Continuing, the court said that the word “accidental” has often 
been construed to mean “unexpected,” “fortuitous” or “not to 
be reasonably anticipated.” Now there is nothing in the proof 
in this case, said the court, to justify a conclusion that the injury 
to the petitioner’s heart by breathing the excessive amount of 
dust was one which the petitioner might have reasonably expected 
or anticipated. Certainly it was accidental as far as he was 
concerned; and there is much authority for a holding that an 
injury which is not necessarily the result of one impact alone 
but is caused by a continuation of irritation on some part of 
the body by foreign substances may properly be said to be acci- 
dental. After citing numerous cases bearing on the issue, the 
Supreme Court concluded that even though the evidence did 
not show the exact instant at which the disability of the peti- 
tioner could be said to have occurred by reason of breathing the 
dust, nevertheless, as shown by the proof, the inhalation of the 
dust did aggravate the petitioner’s cardiac ailment to the point 
of totally disabling him. The judgment of the circuit court 
affirming the referee’s award was therefore affirmed.—Batesville 
White Lime Co. v. Bell, 205 S. W. (2d) 31 (Ark., 1947). 


Medical Motion Pictures 


NEW MOTION PICTURES ADDED TO 
A. M. A. FILM LIBRARY 


Clinical Malaria. 16 mm., black and white, sound, 1,000 feet (one 
reel), showing time twenty-eight minutes. Produced in 1944 for the 
Bureau of Medicine and Surgery, U. S. Navy, by Audio Productions, Inc., 
New York. Procurable on loan from the American Medical Association, 
Committee on Medical Motion Pictures, 535 North Dearborn Street, 
Chicago 10. 

“Clinical malaria” is a basic teaching film. By a combination 
of actual photography and animation, the relationship of the life 
cycle of the malarial parasite in the blood stream to the patient's 
clinical symptoms is clearly shown. The symptoms, signs and 
pathologic bodily changes associated with the three common 
types of infection (benign tertian, quartan and malignant tertian) 
are depicted. 

This film is recommended for the general practitioner and 
medical student. 


Moles and Melanoma. 16 mm., color, sound, 350 feet, showing time 


eight minutes. Prepared in 1945 for the Bureau of Medicine and Surgery, 
U. S. Navy. Procurable on loan from the American Medical Associ- 
ation, Committee on Medical Motion Pictures, 535 North Dearborn Street, 
Chicago 10. 

By animation the structure and skin cells of benign and can- 
cerous moles are illustrated. The film shows the ineffective 
results with improper removal of a mole and the proper pro- 
cedures that insure good results. 


It is recommended that this picture be shown to general prac- 
titioners and medical students.. 


Plague Control. 16 mm., color, sound, 800 feet (one reel), showing 
time twenty minutes. Produced in 1945 for the Bureau of Medicine and 
Surgery, U. S. Navy, by Pathescope, New York. Procurable on loan 
from the American Medical Association, Committee on Medical Motion 
Pictures, 535 North Dearborn Street, Chicago 10. 

This film introduces the problems created by plague; it identi- 
fies types, carriers and characteristics of the disease, control and 
preventive measures. It stresses the importance of effective 
programs for rodent and flea control. 


This picture is recommended for the general practitioner, 
medical student and public health worker. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
EXAMINING BOARDS IN SPECIALTIES 


Examinations of the National Board of Medical Examiners and the 
Examining Boards in Specialties were published in Tue Journat, 
Jan. 31, page 349. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 22-24, 1948. Sec., Dr. 
D. G. Gill, 519 Dexter Ave., Montgomery 4. 
j ALASKA: * Juneau, March 2. Sec., Dr. W. M. Whitehead, Box 140, 
uneau 


ARKANSAS: * Examination. Little Rock, June 3-4. Sec., Medical Board 
of the Arkansas Medical Society, Dr. . Kosminsky, Texarkana. 
pag Little Rock, June 3. Sec., Dr. e & Young, 1415 Main St., 
ittie 
CALIFORNIA: Oral. San Francisco, June 5-6; Los Angeles, Feb. 28-29. 
Written Examination, Los Angeles, March 1-4, Oral and Clinical Exami- 
nation for Foreign Graduates. Los Angeles, Feb. 29; San Francisco, 
Tune 6. Sec., Dr. Frederick N. Scatena, 1020 N Street. Sacramento 14 
( oLorADO: * Examination. Denver, June 21-23. Final date for filing 
application is June 5. Endorsement. Denver, April 6, Final date for filing 
application is March 20. Sec., Dr. J. B. Davis, 831 Republic Bleg., 

Jenver. 
March 9-10. 


Connecticut: * Examination, ec., Dr. Creighton Barker, 


258 Church St., New Haven. Homeopathic grankadin Derby, March 
9-10. Sec., Dr. J. H. Evans, 1488 Chapel St., New Haven. 
District oF CoL_umBia: * Washington, D. C., March 8. 


Sec., Commission on Licensure, Dr. G. C. Ruhland, 4130 E Municipal 
Bldg., ashington. 
FLoripa: * Examination. Jacksonville, June 29-30. Sec., Dr. Harold D. 
Van Schaick, 6675 Windsor Lane, La Gorce Island, Miami each 41. 
InpDiANA; Examination, Indianapolis, June 1948. , Board of Medi- 
cal Registration and Examination, Dr. Paul R. Tindall, K of P Bidg., 


Indianapolis. 
lowa: * Examination. lowa City, March 15-17. Comm., Dr. Walter L. 
Bierring, Dept. of Health, Des loines. 
Kansas: Kansas City, "June 9-10. Sec., Board of Medical Registration 
& Examination, Dr. Hassig, 905 N. 7th St., Kansas City. 


ENTUCKY: Examination. Louisville, ‘tune 16-18. Sec., Dr. P. E 
Blackerby, 620 S. 3d St., — 
MAIN Portland, March 9-10. Sec., Board of Registration of Medicine. 


Dr. A. P. Leighton, 192 State St., Portland. 


Medical Examination. Baltimore, June 15-18. Sec.-Treas. 

r. Lewis P. Gundry, 1215 Cathedral St., Baltimore. Homeopathic 
Examination, Baltimore, June 15-16. Sec., Dr. J. A. Evans, 612 W 
40th St., Baltimore. 

Massacuusetts: Examination, Boston, March 9-12. Sec., Board ot 
Registration in Medicine, Dr. H. Q. Gallupe, nity E State House, Boston 

MISSISSIPPI: Jackson, June 1948. Asst. Sec., State Board ot tlealth, 

r. R. N. Whitheld, Jackson 

MONTANA Helena, April "S27, Sec., Dr. O. G. Klein, First Nat'l Bank 


Examination. Omaha, April 12- . Dir., Mr. Oscar F. 
Humble, Room 1009 State Capitol Bldg., wig 

Nevapa: Carson City, May Sec., 3 Ross, 215 N. Carson 
St., Carson City. 

EW HAMPSHIRE: Examination. Concord, March 11-12. Sec., Board o 

Registration in Medicine, Dr. John S. Wheeler, 107 State House. Concord 

New Je : Examination, Trenton, June 15-17. Sec., Dr. S. 
Hallinger, 28 W. State St., Trenton. 
Examination. Albany, Buffalo, New York, Syracuse, Feb 


N Y 
16-19. Sec., Dr. J. L. Lochner, Jr., Education Bldg., Albany. 

Nor je al ag Pinehurst, May 4. Sec., Dr. Ivan 
Procter, 226 Hillsboro St., Raleigh. 

Ouio: Endorsement. roleniben, April 6. Sec., Dr. H. M. Platter, 
21 W. Broad St., Columbus 15. 

Ruope IsLanp: Examination, Providence, April 1-2. Chief, Mr. 
Thomas B. Casey, 366 State Office Bldg., Providence’ 

Soutn CAROLINA: Written Examination. Columbia, June 21-23. Endorse- 
ment, March 1. Sec., Dr. N. B. Heyward, 1329 Blanding St., Columbia. 

Texas: Austin, Feb. 19-21. Asst. Sec., Mrs. Laura McElroy, 918-20 
Texas Bank Bldg., Dallas 

Uran: Examination, Salt Lake City, June, 1948. Asst. Dir.. 


Depart- 


ment of Registration, Miss Rena B. Loomis, 324 State Capitol Bldg., 
Sait Lake City. 
Virginia: Examination. Richmond, June 18-19. Endorsement. Rich- 


mond, June 17. Sec., Dr. K. D. Graves, 306 Medical Arts Bldg., Roanoke. 


* Basic Science Certificate required. 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


] ALASKA: Juneau, Feb. 23-29. Sec.. Dr. C. Earl Albrecht, Box 1931, 
uneau. 
Arizona: Examination. Tucson, March 16. Sec., Mr. Francis A. Roy, 
Science Hall, Univ. of Arizona, Tucson. 

RKANSAS: Little Rock, May 4. Sec., Mr. L. E. Gebauer, 1002 
Donz ghey Bldg., Little Rock. 

Cocoravo: Examination, Denver, March 3-4. Final date for filin 

nana is Feb. 18. Sec., Dr. Esther B. Starks, 1459 Ogden St. 


Denve 
or CoLtumBia: Examination, April 19-20. Sec., 
Ruhland, 4130 Municipal Bldg., Washingto 


eS Examination, une 5. Final date tor filing application ts 
May 23. Sec., Mr. M. Emmel, Univ. of Florida, Gainesville. 
lowa: Des Moines, April 13, July 13, Oct. 12. Sec., Dr. Ben H 


Coe College, Cedar Rapids. 
Minnesota: Examination. Minneapolis, April 6-7 Sec., Dr. Raymond N. 
Bieter, 105 Millard Hall, Univ. of Minnesota, Minneapolis. 
OKLAHOMA: Oklahoma City, March 1. Sec., Dr. Frank Clinton Gallaher, 
813 Braniff Bldg., Oklahoma City. 
REGON: Examination. Portland, March 6. Sec., Basic Science Exam- 
ining Committee, Mr. C. D. Byrne, Univ. of Oregon, ne. 
ENNESSEE: Memphis, March 15-16. Sec., Dr. O. W. Hyman, Univ. of 
Tennessee, 874 Union Ave., Memphis. 
Wisconsin: Examination, Madison, April 3. Sec., Dr. W. H, Barber, 
& Watson Sts., Ripon. 
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The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. ‘Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted. 


American Journal of Clinical Pathology, Baltimore 
17:761-846 (Oct.) 1947. Partial Index 


Utilization of Vitamin Be Conjugate in Pernicious Anemia. 
and E. C. Vonder Heide.—p. 761. 

Effect of Lipids on Kahn Antigen: III. Increasing Sensitivity of Kahn 
Standard Antigen to Level of Kahn Sensitized Antigen by Addition 
of Alcoholic Extract of Soy Bean Lecithin. A. H. Wheeler and Ella 
M. Brandon.—p. 770 

*Recovery of Group O Recipient After Transfusion of 2 Liters of Group 
A Report of Case with Autopsy Following Ultimate Death 
from Carcinoma of Lung and Pyrothorax. L. Young, R. F. Plat- 
zer, C. I. Yuile and R. L. Woodruff.—p. 

Diffuse Primary Alveolar Carcinoma of Lung: 
Cell” Tumor of Lung). M. A. Simon.—p. 

Endemic (Murine) Typhus: Report of _Autopsy ‘Piadines in 3 Cases. 
C. H. Binford and H. D. Ecker.—p. 797. 

Occurrence of a Common Group Antigen Among Candida Albicans, 
age ag Cerevisiae and Hansenula Anomala. A. J. Rawson and 

. F. Norris.—p. 807. 

Urinary Findings 

Nodosa, Lupus Erythematosus). J. B. Miale.—p. 820 


Recovery After Receiving Incompatible Blood. — 
According to Young and his associates the reported mortality 


E. A. Sharp 


“Alveolar 


in Visceral Angiitis (Periarteritis 


from transfusion of blood incompatible with respect to the major_ 


blood groups is approximately 50 per cent and is roughly pro- 
portional to the quantity of blood given. Death occurred within 
twenty-four hours in most cases when more than 500 cc. of 
incompatible blood was transfused. In the case reported in this 
paper, 2,000 cc. of group A blood was transfused into a group O 
patient as a result of improper identification of the recipient 
when blood was drawn for cross matching. The patient appar- 
ently recovered completely from the hemolytic reaction but died 
fifty-three days later of carcinoma of the lung and pyothorax. 
Necropsy failed to reveal more than minimal evidence of renal 
damage or other abnormalities which could reasonably be attrib- 
uted to the transfusion. This case suggests among other factors 
that the recipient’s chances of survival may depend not only on 
the quantity of blood transfused but also on such factors as 
urinary pu, isoagglutinin titer, presence of cancer and infec- 
tion and state of anesthesia. Hemolytic reactions occurring in 
patients under general anesthesia may not be detected unless 
close attention is paid to the development of jaundice, oliguria 
and hemoglobinuria. When blood grouping and blood matching 
are repeated after a suspected hemolytic reaction, it is essential 
that examination be made of the patient’s blood taken after trans- 
fusion as well as of the patient’s blood taken before transfusion. 


American J. Digestive Disease, Fort Wayne, Ind. 


14: 315-340 (Oct.) 1947 

Metabolism of Sucrose: II. I. M. Rabinowitch.—p. 315. 
System of Diabetic Diet Prescription for General Practitioner. 

Lamar.—p. 323 
*Etiology of Prolapsed Gastric Mucosa: with an Illustrative Case Report. 

S. P. Bralow and M. A. Spellberg.—p. 332 

Etiology of Prolapsed Gastric Mucosa.—Bralow and 
Spellberg report on a man, aged 57, who had been hospitalized 
for duodenal and prepyloric ulcer on seven occasions. The 
sequence of benign peptic ulceration followed by gastritis which, 
on healing, produces hypertrophic gastric rugae and later a 
prolapse of gastric mucosa into the duadenal bulb appeared 
as the possible etiologic mechanism in this case. This mecha- 
nism probably plays a more general role in the causation of 
prolapse. An attempt is made to explain the results of two 
other observers who have recently reported on prolapse of the 
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gastric mucosa on the same basis. The authors believe that 
surgical treatment should be restricted to* patients with 
intractable pyloric obstruction. Two more patients exhibiting 
the possible sequence of ulcer-gastritis-prolapse were admitted 
to the Veterans Administration Hospital, Hines, II. 


American Review of Tuberculosis, New York 
56: 267-372 (Oct.) 1947 


*Late Primary Infection and BCG Vaccination. 

Bronchial Lavage for Bronchiectasis: 
Technic. I. P. Stevenson.—p. 279. ; 

* Bronchial Asthma in Pulmonary Tuberculosis. A. A. Cohen.—p. 

‘Production of Pleural Adhesions for Therapeutic Purposes. 
Steele.—p. 299. 

Hemorrhage from Intercostal Vessel: 
coscopy. C. G. Bayliss.—p. 303 

Cholesterol Pleural Effusion: Report of Case. H. F. Stein.—p. 305. 


H. Malmros.—p. 267. 
Preliminary Report of Simplified 


D. 


Case Occurring During Thora- 


Mediastinal Emphysema Following Thoracoscopy: Case Report. I. G. 
Karron.—p. 308. 

Home Supervision of the Tuberculous. P. K. Telford.—p. 311 

New Tuberculostatic Antibiotic from Species of Nocardia: Preliminary 


Report. E. W. Emmart. 316 

Media for Tubercle Bacilli. R. J. Dubos and G. Middlebrook.—p. 334. 

*Streptomycin in Experimental Tuberculosis: Effects in Guinea Pigs Fol- 
lowing Infection by Intravenous Inoculation. W. H. Feldman, A. G. 
Karlson and H. C. Hinshaw.—p. 346. 

Derivatives of Diaminodiphenylsulfone and Heterocyclic Sulfones in 
Experimental Tuberculosis. B. L. Freedlander and F. A. French. 


—p. 360. 

Twelfth Pan American Sanitary Conference: 
947. E. R. Long.—p. 

Primary Infection and Progressive Tuberculosis. 


Caracas, Jan. 12 to 24, 


M. Pinner.—p. 368. 
Late Primary Infection and BCG Vaccination.—Accord- 
ing to Malmros, late primary infection is a common cause of 
progressive pulmonary tuberculosis in young persons and adults. 
The frequently employed terms reinfection and reinfection type 
are misleading and should be abandoned. This concept deter- 
mines to a high degree the preventive tuberculosis campaign in 
the Scandinavian countries. Since experiences suggest that 
nonreactors are especially exposed to the risk of contracting 
tuberculosis if they becoine infected, in Sweden all medical 
students and pupil nurses are now tuberculin tested before 
beginning hospital service, and the nonreactors are vaccinated. 
Conscripts in the services are vaccinated at the beginning of 
their term of service, and so are the majority of school children 
in the last class of primary school before their final examina- 
tions. Still more extensive vaccinations have been performed 
in certain districts. During the years 1942 to 1946, the whole 
population of 230,000 in the Orebro district was tuberculin 
tested, and about 18,000 nonreactors have been vaccinated with 
BCG under the author’s supervision. No complications of any 
serious nature occurred. Over one fourth of the vaccinated 
persons consisted of newborn babies; 6,100 had attained the age 
of 15 years at the time of vaccination. During this period only 
3 cases of suspected tuberculosis were reported among the 18,000 
who were vaccinated. Under no circumstances should students 
of nursing and medicine be allowed to perform duties at hos-_ 
pitals if they are tuberculin negative. Only such hospitals as 
exert scrupulous tuberculosis control, including BCG vaccina- 
tion of all nonreactors to tuberculin at least six weeks prior 
to the beginning of their service, should be accepted as training 
hospitals. A modern tuberculosis control program should 
include miniature photofluorography of all adults and children 
over 14 years of age, tuberculin testing of the whole popula- 
tion and vaccination of all nonreactors with BCG. It should 
be checked by follow-up examinations to see that the vaccinated 
persons remain tuberculin positive. Should the tuberculin reac- 
tion again become negative, revaccination is indicated. 
Asthma in Pulmonary Tuberculosis.—Cohen states that 
the disease of 55 of 7,301 patients discharged from Olive View 
Sanatorium in the period from July 1, 1936 to July 1, 1946 was 
diagnosed as pulmonary tuberculosis and bronchial asthma, an 
incidence of 0.75 per cent. Of these, 36 seem to have an 
adequate basis for the diagnosis of asthma, an incidence of 
0.5 per cent. He reports 9 additional cases of asthma and tuber- 
culosis in 3 men between the ages of 27 and 40, 1 in a boy 
aged 5 and 5 in women between the ages of 24 and 41 who are 
under current observation. In this series of tuberculous patients 
asthma occurred less frequently than in the general population. 
In 34 discharged and 4 current patients asthma preceded tuber- 
culosis, and in 2 discharged and 4 current patients tuberculosis 
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preceded asthma. There is no evidence in this group that tuber- 
culosis predisposes to asthma or that asthma predisposes to 
tuberculosis. The claim that asthma is associated with the 
fibroid type of tuberculosis could not be substantiated. In 34 
of the discharged patients and in the 9 current patients asthma 
had no unquestionably deleterious effect on tuberculosis. Cor- 
relation could not be made between the severity of asthma and 
the precedence of tuberculosis. Severe asthma tended to be 
associated with serious tuberculous endobronchial complications. 
There was no recognized instance of asthma of the tuberculo- 
allergic type, such as Urbach and Loew report. 

Streptomycin in Experimental Tuberculosis.—Feldman 
and his co-workers inoculated 24 male guinea pigs by way of a 
superficial vein of the penis with 1 mg. moist weight of tubercle 
bacilli. The animals were divided into three groups as follows: 
6 animals treated with streptomycin beginning at once and con- 
tinuing for sixty days; 6 animals treated with streptomycin 
beginning on the fourth day after infection and continuing for 
215 consecutive days; 12 animals were untreated controls. The 
daily amount of streptomycin administered per animal was 6 mg. 
given in four equal doses six hours apart. All untreated con- 
trols died within twenty-seven days. The duration of life 
of the animals in the two groups that received streptomycin 
was definitely extended. All treated animals eventually died, 
the last three hundred and forty-one days after the inoculation. 
Many had extensive tuberculous lesions. Morphologically there 
was impressive evidence that the residual lesions were in many 
instances no longer progressive but quiescent, healed or healing. 
The results demonstrated the ability of streptomycin to prolong 
the life of animals infected with a potentially rapidly lethal dose 
of tubercle bacilli. The tendency of the lesions to undergo 
fibrosis and the many instances in which signs of activity were 
missing in the organs of predilection indicate definitely that, 
anatomically, tuberculosis in guinea pigs may be profoundly 
altered in a favorable manner by streptomycin. An additional 
group of 29 male guinea pigs was infected with 0.5 mg. moist 
weight of tubercle bacilli. Treatment of 14 animals with 
streptomycin was started when the first infected animal died. 
Death of this animal occurred on the eleventh day after infec- 
tion. The results of treatment in this experiment were definitely 
inferior to those observed when treatment was started earlier. 
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5:397-502 (Sept.-Oct.) 1947 
Nethaphyl in Treatment of Nasal Allergy and Bronchial Asthma. F. K. 
Hansel—p. 397. 
Skin Test Blocking Antibody Response to Oral Pollen Therapy and 
—— for Its Use. E. A. Brown, E. M. Holden and C. Nobili. 


402. 
Oral” Pollen Therapy: Comparative Study. 
15. 


R. O. Egeberg and J. M 


Painter—p. 41 

Benadryl: Clinical Evaluation Based on 171 Case Studies. S. D. Lockey. 
—p. 2 

Kaposi's Variceltiform Eruption: Relation to Atopic Dermatitis, 


L. Unger.—p. 426. 
Mold Solel in Etiology of Respiratory Allergic Diseases. H. E. Prince, 
E. G. Tatge and Marie B. Morrow.—p. 434. 
incidence of Idioblaptic Cigarette Sensitivity. 
*Use Hormones in Allergic Disorders. 
Light Urticaria. E. E. Ehrlich.—p. 478. 
Spontaneous Fracture of First Rib as Complication of Status Asthmaticus. 
M. Ginsburg.—p. 488. 
Allergic Dermatitis fram Vaginal 
and Verazeptel): 


A. F. Coca.—p. 458. 
M. M. Hartman.—p. 467. 


Absorption of Sensitizers (Floraquin 
Report of Cases. B. Swinny.—p. 490. 

Sex Hormones in Allergic Disorders.—Hartman calls 
attention to the fact that allergic phenomena frequently cease 
or begin at puberty or the climacteric and that in the menacme 
they may be heightened during the menstrual or premenstrual 
period. At these times the usually satisfactory allergy regimens 
of elimination and desensitization may be relatively ineffective. 
The author lists the ways in which endocrine dysfunction may 
bring about clinical manifestations of allergy and analyzes 
the aberrations in pituitary-ovarian function in some allergic 
patients. Important factors determining the type of hormone 
therapy are: the time of appearance of clinical mantiestations ; 
the gonadotropic and steroid hormone inventory at that time; 
the presence of endogenous hormone sensitivity. In general, 
allergies appearing at puberty should receive the usual allergy 
regimen plus psychotherapy for the disturbed emotional state 
until some consistent hormonal pattern is established. Meno- 
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pausal onset or exacerbation is due to uninhibited pituitary 
overactivity, which may be inhibited by estrogen but also by 
androgen if bleeding is present. Satisfactory results were 
obtained in 84 per cent of patients in this group. Menstrual 
phenomena are usually due to transient estrogen deficiency, 
which can be prevented in 83 per cent of patierits by a single 
large, properly timed injection of estrogen just before the 
expected period. Premenstrual exacerbations or appearances 
are usually associated with premenstrual tension, the funda- 
mental difficulty being temporary excess of estrogen. This 
can be combated by oral methyltestosterone therapy during the 
postovulatory and premenstrual phase or by desensitization 
to estradiol. 


Archives of Dermatology and Syphilology, Chicago 
56:407-558 (Oct.) 1947 


Myxomatous Degeneration Cysts of Skin and Subcutaneous Tissues. 
—p. 407. 
Action of Soap on Skin: IV. Action of Soap Containing —— or No 
Lauric or Oleic Acid. C. G. Lane and I. H. Blank. 419, 


*Porokeratosis: Review and Report of Cases. Phyllis E. Jones and D. C. 
Smith.—p. 425. 

Lichen Planus in Negro. L. H. Winer and H. Levitt—p. 437. 

Long Hair, Chief of the Crows. E. F. Corson.—p. 443. 

Acidity of the Scalp: Nature and Possible Relation to Seborrhea. 
O. Bergeim and T. Cornbleet.—p. 448 

Persistent Localized Bullous Eruption Associated with Focal Infection. 
S. Epstein.—-p. 452 

*Treatment of "le “Warts, H, Blank.—p. 459 

Chemistry of Palmar Sweat: Il. Chloride. W. C. Lobitz Jr. and A. E. 
Osterberg.—p. 462. 

Studies on Sensitivity to Formaldehyde Treated Starch. Helen R. Gott- 
schalk.—p. 468. 

Effects of Roentgen Ray Irradiation on Testes of Rabbits: Possible 
Harmful Effects on Human Testes from Low Voltage Roentgen Ray 


Therapy. J. L. Callaway, V. Moseley and S. W. Barefoot.—p. 471. 
Mycosis Fungoides: Benign and Malignant Reticulum Cell Dysplasia. 
L. Winer. 


*Lipstick Cheilitis: ‘Common Dermatosis: Report of 32 Cases. S. J. 
Zakon, A. L. Goldberg and B. —p. 499. 
Ulcerating Hemangioblastoma: Report of Case. I. N. 
M. Grayzel.—-p, 506. 
Cutaneous Eruptions from Streptomycin. 

burn.—p. 51 
Development of Squamous Cell in Epidermolysis Bullosa: 

Report of Case. L. K. Halpern.—p. 3517. 

Disseminated Ulcerating Sporotrichosis with W ~~, Visceral Involve- 

ment: Report of Case. “ollins.—p. 523 
North American. Type: Proved “Case from European 
M. Brody.—p. 529. 

Porokeratosis.—Jones and Smith report 2 cases of .poro- 
keratosis, an unusual and progressive cutaneous disease, in 
1 youth aged 18 with congenital syphilis and in a boy aged 16 
with acne of the face and back. Porokeratosis persists through- 
out life and is characterized by circinate or oval plaques com- 
posed of a hyperkeratotic linear border which progresses 
peripherally. There is a slender furrow running along the 
center of the peripheral wall, from which arises a keratotic 
ridge. Porokeratosis may be considered as of unknown origin, 
but a definite hereditary factor has been demonstrated repeat- 
edly by reports of several cases of the disease occurring in one 
family. A possible relationship between porokeratosis and 
vitamin A deficiency is suggested. In both patients the onset 
of the disease occurred about the age of 12 years with slow 
progression of the lesions, which were clinically typical of the 
disease. It affects men three times as frequently as women. 
Porokeratosis should be classed with incurable dermatoses, 
because treatment has been unsatisfactory in the majority of 
the cases. Total excision of the lesion is the most reliable 
means of eliminating the disease, but this is suitable only in 
the early stages when lesions are small and few. Treatment 
Was not attempted in the authors’ cases. 

Plantar Warts.—Blank treated 100 patients with plantar 
warts by exposing the verruca with a ring pad and salicylic acid 
ointment and destroying it with phenol and nitric acid used 
successively. Although indiscriminate chemical cauterization of 
these lesions ts not without danger, no untoward reaction 
occurred in this series of cases. The number of applications 
varied from two to twelve, the average being six. Of the 88 
patients on whom follow-up examinations were possible, all 
but 1 were free of clinical evidence of a verruca when the course 
of treatment was completed. The 1 patient who was a failure 
had had repeated inadequate surgical excision and electro- 
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desiccation over a four year period, with resulting scarring and 
distortion of the tissues. Of the 87 patients in whom the warts 
were obliterated by one course of treatment, 8 had a recurrence. 
Only 5 of the 8 submitted to repeated treatment, and in all of 
them a permanent cure was obtained. 

Lipstick Cheilitis—Zakon and his co-workers report 32 
cases cf cheilitis in women between the ages of 17 and 54 who 
were seen in one year of practice. Characteristic swelling and 
edema of both lips appeared after the patients had changed to a 
new type of lipstick, or the eruption appeared suddenly with 
continued use of the same brand over a period of months or 
years. The. precipitating factor is the idiosyncrasy to and/or 
direct chemical irritation from the indelible dyes (bromofluo- 
resceins). The diagnosis was made clinically, and treatment 
consisted of elimination of bromofluorescein dyes. <A _ lipstick 
was substituted which did not contain dibromofluorescein, 
tribromofluorescein or tetrabromofluorescein. The patients’ 
symptoms disappeared in an average period of two weeks. 
Photosensitization is to be considered as negligible. The use 
of a lipst'ck w'‘th a nonindelible dye is a practical, safe and 
rapid treatment and offers the solution of this frequent cosmetic 
problem. 


Arkansas Medical Society Journal, Fort Smith 
44: 111-134 (Oct.) 1947 


Diagnosis and Treatment of oe of Lung Requiring Surgical 
esection. J. K. Donaldson.—p. 

Practical Considerations in Diagnosis Neurosyphilis. 
R. W. Grover, E. P. Cope and G. S. Bozalis.—p 

Organic Causes of Vomiting During First Six hPa “4 Life. 


Shearer.—p. 122. 
44:135-152 (Nov.) 1947 


Psychologic Moment in Treatment of Tuberculosis. 
Condyloma Acuminatum: 


F. E. 


J. D. Riley.—p. 135. 
Podophyllin in Compound Tincture of Benzoin 

and Improvement in Technic of Treatment. M. M. Marks.—p. 137. 
Leukemia Treated with Urethane. J. P. McAlister.—p. 139. 


California Medicine, San Francisco 
67:275-356 (Nov.) 1947 
What’s New in Gastro-Enterology. A. M. Snell.—p. 275. 
What’s New in Peripheral Vascular Disease. N. E. Freeman.—p. 280. 
What’s New in Tropical Medicine. A. C. Reed.—p. 282. 
What’s New in Cardiovascular Disease. W. P. Thompson.—p. 285. 
What’s New in Syphilis. C. W. Barnett.—p. 287. 
What’s New in Endocrinology. P. Starr.—p. 289. 
What’s New in Allergy. G. Piness.—p. 291. 
Recent Advances in Pulmonary Diseases. R. H. Smart.—p. 2953. 
What's New in Infectious Diseases. H. A. Reimann.—p. 296. 
Early Personalities and Hygiene at University of California. R. A. 
Bolt.—-p. 297. 
Plastic Surgery of Nares. G. V. Webster.—p. 
Periarteritis Nodosa (Panarteritis Nodosa) of 4 Proven 
Cases. R. Paull.—p. 
Rheumatoid Arthritis: E. W. 


309. 
Review of Recent Literature. Boland. 


California Cancer Commission Studies: 
ney.—p. 325. 


Childhood Cancer. J. M. Ken- 


Canadian Medical Association Journal, Montreal 


57:419-518 (Nov.) 1947 


Urologist and General Practitioner. W. P. Hogarth.—p. 419. 
Common Causes of Indigestion and Abdominal Pain in Patients with 
Negative Findings. W. C. Alvwarez.—p. 425. 

Immigration Tuberculosis. J. D. Adamson and J. N 

Blood Loss in Labor. G. M. White.—p. 434. 

Recent Advances in Dermatology. H. Orr.—p. 436. 

Diabetic Maternity Patient and Her Baby. W. P. Tew.—p. 441. 

Xanthomatoses. . O'Leary and H. Montgomery.—p. 445. 

Giant Bullous Emphysema. J. L. Silversides.—p. 452. 

End Results of Therapy in Varicose Veins. H. F. Robertson.—p. 455. 

Medical Aspects of Civil Defense. O. M. Solandt.—p. 460. 

Clinical and Experimental Studies with Myanesin: Preliminary Report. 
C. R. Stephen and J. Chandy.—p. 463. 

Mental Hygiene Related to Psychosomatic Disorders. 
63, 

SS. al Nerve Block in Treatment and Prevention of Postoperative 
Atelectasis. J. J. Carroll and F. J. Hogg.—p. 472. 

*Differential Diagnosis of Chronic Lower Abdominal 
Female. B. D. Best.—>p. 

Suppertive Treatment During Anesthesia. 


. Edmison.—p. 432. 


G. H. Stevenson. 


Pain in Adult 


J. A. Vining.—p. 479. 
Chronic Abdominal Pain in Women.—Best emphasizes 
that operation in the absence of detectable pelvic lesions is 
seldom justifiable in cases in which chronic pain is the pre- 
senting complaint. Surgery in such cases is meddlesome, 
ineffective and often mutilating; it may lead to a career of 
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repeated operative insults. Operation in the presence of obvious 
abnormality must be undertaken with caution and preceded by 
intensive pelvic study and observation. Not every pelvic devia- 
tion from normal is the cause of the patient's pain. Attention 
must be given to the environmental and psychic factors in the 
life of the patient. Pelvic surgery for prolapse, fibroids, ovarian 
tumors, ectopic pregnancy and cancer gives excellent results ; 
pelvic surgery for chronic pain alone is seldom indicated and 
is often disappointing. Chronic parametritis, adnexitis, endo- 
metriosis, abdominal wall fibrositis, irritable colon and some 
displacements are the most frequent organic causes of chronic 
abdominopelvic pain in the adult woman. 


Illinois Medical Journal, Chicago 
92:257-312 (Nov.) 1947. Partial Index 

Treatment of Meningitides. F. H. Top.—p. 267. 

United States Public Health Service and Private Practice of Medicine. 

H. E. Hilleboe.—p. 272. 

X-Ray Demonstrable Lesions of Colon. F. J. Hodges.—p. 279. 
Carcinoma of Prostate Gland. H. Culver and W. J. Baker.—p. 282. 
*Temporal Arteritis: Report of Case. R. M. Hoyne.—p. 292. 

Management of Thyrotoxicosis. F. S. Deneen.—p. 296. 

Temporal Arteritis.—According to Hoyne, temporal arte- 
ritis characteristically affects aged white persons and causes 
severe head pains and generalized symptoms such as weakness, 
loss of weight, fever and mental confusion. He reports the 
history of a retired farmer, aged 75, who had this disorder. 
Temporal arteritis may be suspected and diagnosed by the pres- 
ence of tortuous, nodular, hyperemic and exquisitely tender 
temporal arteries; the disease seems to be an inflammatory 
process. It is probably not a localized but rather a generalized 
polyarteritic disorder. Virtually all patients with temporal arte- 
ritis eventually recover after a prolonged illness. In this regard 
temporal arteritis seems to differ from periarteritis nodosa, 
which usually proves fatal within one year. There is no specific 
treatment. In some cases, including the one here reported, 
improvement has seemingly been accelerated by bilateral resec- 
tion of the temporal arteries. This condition ts undoubtedly 
commoner than heretofore regarded, and as the life expectancy 
of the population continues to increase, more and more of these 


cases of temporal arteritis will probably be encountered. 


Journal of Clinical Endocrinology, Springfield, Ill. 
7:665-728 (Oct.) 1947 


*Syndrome of Congenitally Aplastic Ovaries with Sexual Infantilism, High 
Urinary Gonadotropins, Short Stature and Other Congenital Abnor- 


malities: Tabular Presentation of 25 Previously Unpublished Cases. 
H, Lisser, L. E. Curtis, R. F. Escamilla and Minnie B. Goldberg. 
—p. 665 


Clinical ecitites of Dienestrol, a Synthetic Estrogen. A. E. Rakoff, 

K. E. Paschkis and. A. Cantaro.—p. 688. 

Simple Quantitative Colorimetric Method for Estrogenic Steroids. H. 

Cohen and R. Bates.—p. 701. 
Experimental Use of Testosterone Compounds 

E. K. Shelton, A. E. Varden and J. S. Mark.—p 
Goiter on an lodine-Free Diet Grown by ell Reg and Excluding 

Any Goiter Noxa. J. F. McClendon and W. C. Foster.—p. 714. 
Pheochromocytoma with Diabetes: Case Report and Discussion. M. G. 

Goldner.—p. 7106. 

Congenitally Aplastic Ovaries.—Lisser and his associates 
review 25 cases of ovarian aplasia syndrome. Six of these have 
been verified by exploratory laparotomy or peritoneoscopy. In 
15 cases tests were made for urinary gonadotropin excretion 
and all showed abnormally high titers. Five of these were 
among the 6 cases verified pathologically. There remained 
9 cases in which the diagnosis may be regarded as presumptive 
but seems justified because of the characteristic clinical picture. 
This consists of primary amenorrhea in association with genital 
infantilism, short stature, stocky build with shield chest and 
sometimes webbed neck, cubitus valgus, and other congenital 
abnormalities. Severe sexual infantilism and primary amenor- 
rhea existed in all but 2 of the 25 cases. One of these excep- 
tions, a girl aged 22, had well developed breasts and had had a 
single spontaneous period five years before. In only 5 of the 
25 patients did the height exceed 57 inches (145 cm.), and 
only 1 patient was over 61% inches (156 cm.) in height. As a 
rule, the stunting of growth was noticed early in childhood. 
The clinical differentiation from other types of dwarfism and 
sexual infantilism in females is discussed. It is particularly 
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important to distinguish this syndrome of congenital ovarian 
aplasia from primary pituitary infantilism. Adequate and pro- 
longed estrogenic therapy is indicated and can be counted on, as 
a rule, to produce adequate mammary development, growth of 
sexual hair, more mature external genitalia and, when admin- 
istered orally in cyclic fashion, regular periodic bleedings. 
These benefits bolster the patient’s morale. The recognition 
of 25 cases from a single clinic suggests that this syndrome is 
not as rare as suggested by the few cases thus far reported. 


Journal of Immunology, Baltimore 
57: 203-299 (Nov.) 1947 
Heredity of Rh Blood Types: VI. Additional Family Studies, with 
Special Reference to Theory of Multiple Allelic Genes. A. S. Wiener, 
Eve B. Sonn-Gordon and Lillian Handman.—p. 203. 
Precipitin Testing with Special Reference to Photoelectric Measurement 
of Tvrbidity, A, Boyden, E. Bolton and D. Gemeroy.—p. 
Neurologic Manifestations in Laboratory Animals Produced by Organ 
(Adjuvant) Emulsions. Lenore M. Kopeloff and N. Kopeloff.—p. 229. 
Colorado Tick Fever. H. Koprowski and H. R. Cox.—p. 239. 
Resistance to Streptomycin: Study of Mechanisms in its Development. 
H. K, Silver and C. H. Kempe.—p. 263. 
Factors Influencing Growth of Rickettsia: 
Streptomycin in Experimental Infections. 
Jackson and R. L. Gauld.—p. 273. 
Significance of Protection Tests with Serum of Man and Other Animals 


I. Rickettsiostatic Effect of 
J. E. Smadel, Elizabeth B. 


Against Lansing Strain of Poliomyelitis Virus. W. } ammon, 
W. N. Mack and W. C. Reeves.—p. 285. 
Journal of Nutrition, Philadelphia 
34:471-601 (Nov.) 1947. Partial Index 
Self Selection of Diet: VI. Nature of Appetites for B Vitamins. E. M. 


Scott and Ethel L. Verney.—p. 471. 

Corneal Vascularization Resulting from Deficiencies of Amino Acids in 

Rat. V. P. Sydenstricker, W. K. Hall, L. L. Bowles and H. L. 
Schmidt Jr.—p. 481. 

Protein Requirements of Adult Rat in Terms of Protein Contained in 
Egg, Milk and Soy Flour. Mildred L. Bricker and H. H. Mitchell. 
—p. 491. 

*Comparison of Utilization and Acceptability of Fresh and Dehydrated 
Food. H. J. Deuel Jr. and R. M. Johnson.—p. 

Thiamine and Riboflavin Content of Whole mga 
Enriched Flours and of Breads Made Therefrom. N. 
O. B. Fardig.—p. 523. 

_ Preservation of Carotene in Dehydrated Vegetables. 
and E. B. Hart.—p. 

Interrelation Between Alpha-Tocopherol and Protein Metabolism: II. 
Increased Utilization of Casein Produced by Alpha-Tocopherol, Yeast 
Digest, or Xanthine in Rat-Growth Protein-Quality Test. E. L. Hove 
and P. L. Harris.—p. 571. 

*Effect of Fat Level of Diet on General Nutrition: IV. ey 
Composition of Rats in Relation to Intake of Fat and Calories. B. 
Scheer, Evelyn Straub, M. Fields and others.—p. 3 

Peas, Supplemented with Wheat Germ or Corn Germ, as a Source of 
Protein for Growth, W. M. Beeson, W. P. Lehrer Jr. and Ella 
Woods.—p. 587. 

Fresh and Dehydrated Food.—Deuel and Johnson made 
prolonged feeding tests on 8 men with fresh food diets and 
comparable diets made from dehydrated foods. Losses in body 
weight on the 2,000 calorie level were similar on the two types 
of diets. The acceptibility as determined by ad libitum tests 
was equally good in the fresh and dehydrated foods. On the 
basis of studies on the protein and fat digestion and on the 
nitrogen values in urine and feces, it is concluded that the diets 
made from dehydrated foods may be equally as nutritious as 
those prepared from fresh foods. 

Fat and General Nutrition.—Scheer and his associates say 
that earlier studies have shown beneficial effects on rats from 
the inclusion of liberal amounts of fat in the diet. Growth, 
resistance to undernutrition, physical capacity and reproductive 
performance were all improved on synthetic diets containing 
10 to 40 per cent of fat, as compared with similar diets lacking 
fat. The present report includes data on the content of water, 
protein, fat, ash and calcium in the bodies of rats selected from 
these experiments. The authors found that in general the fat 
content of the body is not related to fat content of the diet; rats 
receiving diets with 20 per cent fat fed ad libitum have the 
highest content of body fat. Caloric restriction in weanlings 
or young adult rats results in relatively high water content and 
extremely low fat content; ash also increases in young adult 
rats. The greater body size on diets containing liberal amounts 
of fat as compared with fat-free diets is not the result solely of 
deposition of fat. The effects of varying fat content in the diet 
on resistance to undernutrition and on physical capacity are not 
the result of differences in gross body composition. 
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Kansas Medical Society Journal, Topeka 
48: 493-536 (Nov.) 1947 


Diverticulosis and Diverticulitis of Colon. P. W. Brown.—p. 493. 

Sterility. R. A 96. 

Induction of Labor—Using Voorhees Bag. R. L. Newman.—p. 501 

Hernia. L. E. Vin Zant and J. S. Hibbard. 

Traumatic Diaphragmatic Hernia.—Vin Zant and Hib- 
bard say that in many cases of herniation through a lacerated 
diaphragm diagnosis is not made until months after injury. 
A hernia should always be looked for in crushing injuries to 
the abdomen and perforating injuries of the lower part of the 
thorax and upper part of the abdomen. They report the case 
of a youth, aged 19, who was hospitalized because of nausea, 
vomiting and pain of seven days’ duration in the epigastric 
region. At the age of 12 years he was struck by a car, and a 
door handle was embedded in his back. Four months later, 
shortly after wrestling, he complained of pain in the epigastric 
region and vomited. An appendectomy was performed. A year 
later, the same symptoms returned and he was operated on for 
obstruction of the bowel, but the site of the obstruction was not 
found. Transnasal duodenal suction and enterostomy completely 
relieved his obstruction. At the age of 17 he was hit in the 
right upper quadrant of the abdomen while playing football; 
there developed nausea and frequent vomiting, which were 
relieved by conservative therapy. Roentgen studies at this time 
revealed a diaphragmatic hernia which undoubtedly was the 
cause of his previous disability. Lacerations of the diaphragm 
are usually small, and stomach or colon herniations are most 
prone to strangulation. The high mortality of traumatic dia- 
phragmatic hernia is due to the occurrence of intestinal obstruc- 
tion and strangulation. Operative treatment should be employed 
early and not as a last resort. 


Maine Medical Association Journal, Portland 
38: 231-256 (Oct.) 1947 


Changing Concepts of Preoperative and Postoperative Care. J. M. Par- 
ker.—p. 231. 
Safeguarding the Patient: A Trustee Responsibility. R. P. Sloan. 


—p. 234. 


38: 257-282 (Nov.) 1947 


Psychiatric Aspects of Senility. A. W. Stearns and A. D. Ullman. 


p. 257. 
Narcolepsy, pea" 4 and Epilepsy: H. Blotner and 


M. Bacon.—-p. 


Minnesota Medicine, St. Paul 
30:1017-1112 (Oct.) 1947 


Physiologic Approach to Cardiovascular Roentgenology. 
p. 1041, 


Report of Case. 


M. L. Sussman. 


Plan of Action for Farm Communities. Mrs, C. W. Sewell.—p. 1049. 
Sound Public Health Program. H. Emerson.—p. 1050 

Health Program in Rural Schools. D. F. Smiley.—p. 1054. 

Physical Education in Rural Schools. F. V. Hein.—-p. 1057. 

Hospital Facilities for All. V. O. Wilson.—p. 1060, 

Rural Medical Service. F. J. Hirschboeck.—p. 1065. 


30: 1114-1224 (Nov.) 1947 


mag 4 and Recent Developments in Poliomyelitis. 
11 


J. G. Molner. 


“The ‘Sick Child in Poliomyelitis. E. S. Platou.—p. 1149. 


*Treatment of Muscular After Effects of Poliomyelitis. M. E. Knapp. 
1152. 


Recent Advances in Management of Ear, Nose and Throat Problems. 
QO. E. Hallberg.—p. 1156. 

Amebic Abscess of Liver with Bronchohepatic Fistula: Report of Case 
and Discussion of Emetine Cardiotoxicity. B. I. Heller and W. E. 
Jacobson.—p. 1161, 

Clinical Use of Folic Acid. M. A, Keil.—p. 1167. 
Poliomyelitis.—Platou discusses some of the factors that 

deserve consideration in caring for a child with poliomyelitis. 

He agrees with Stimson that in the average spinal case a 

schedule of rest and relaxation, of proper nursing care and of 

measures to combat increased muscle tension should be put 
in the hands of well trained personnel. In addition to fever, 
prostration and toxémia, patients with bulbar involvement 
manifest dysphagia, nasal regurgitation, voice change, palatine 
weakness with lost gag reflex, pooling of mucus in the oro- 
pharynx and the airways, pulse changes, hypertension and 
pallor associated with varying degrees of cyanosis. In these 
cases psychologic reassurance, supervision of fluid and electro- 
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lyte balance and proper nutrition are important. Aspiration 
must be prevented by means of posture, suction and trache- 
Otomy; the use of the respirator should be avoided except in 
the high spinal type. Oxygenation should receive careful 
attention. Avoidance of bladder and bowel retention, reduction 
of intracranial pressure, prophylaxis against infection and 
supportive measures are other factors that deserve attention 
in bulbar cases. The dramatic saving of life by means of 
suction, tracheotomy and oxygenation was impressive in a series 
of almost 400 seriously ill patients. The newer ideas in physical 
therapy continued to be meritorious. Also important were 
the round-the-clock vigilance of the physician and the expert 
service furnished by the nurse and physical therapist to conserve 
the physiologic functions necessary to life. 

Muscular After Effects of to 
Knapp the serious muscular after effects of poliomyelitis include 
shortening, weakness or paralysis of muscle and loss of muscular 
efficiency, often called incoordination. Muscle shortening must 
be combated at the earliest possible date, long before fibrosis 
has occurred. The author begins treatment immediately after 
the diagnosis has been made, even while the temperature is still 
elevated. The more vigorous the treatment of this symptom, 
the more likely it is to be successful. The essential element 
in the treatment of muscle shortening is motion. If the patient 
has sufficient muscular strength to allow him to perform 


voluntary motion against gravity, activity alone will often cause 


relaxation of the muscle. In patients who are too weak to carry 
out motion actively, the motion must be performed for them 
passively. If pain is a potent factor, and especially during the 
early stages of the disease, hot packs are a useful adjunct in 
the treatment of shortening of muscle. The packs to be effective 
should be so hot that the patient squirms. This is not a heat 
application in the true sense of the word; it is really a reflex 
stimulus. Among the drugs that have been used for relaxing 
muscular tension the author mentions prostigmine, curare, 
quinine and atropine. Muscular strength can be increased by 
producing hypertrophy in those muscles which still have 
innervation. The most effective method of causing hypertrophy 
of muscle fiber is the use of heavy resistance exercises, making 
the patient contract the muscle against a nearly maximal load. 
Nerve crushing or neurotripsy, introduced by Billig and 
Van Harreveld, is mentioned. With regard to the restoration 
of muscular efficiency, the author says that muscles work not 
independently but in combination with each other. Therefore, 
if the part is used in the manner which is desired, the various 
correlating muscles and neurons will learn to interact with each 
other to produce the action which has been practiced. 


Philippine Medical Association Journal, Manila 
23 : 389-446 (Sept.) 1947 


Modifications of Cyclodialysis and Implantation of Metallic Magnesium 
in Eye in Treatment of Glaucoma, J. Eusebio.—p. 393. 

Incidence of Postcataract Infection After Liberation, A. R. Ubaldo, 
C. V. Yambao and A. C, Pastoral.—p. 399 

Report of Case of Retinitis Pigmentosa: * 
M. G. Tan.—p. 407 

Refractive Errors in Concomitant Tropias. V. Delfin.—p. 417. 

Case of Altitudinal Hemianopsia. M. G. Tan.—p. 423. 

New Approach in Treatment of Chronic Dacryocystitis. 
and M. Dimanlig.—p. 427. 


23 : 447-496 (Oct.) 1947 


Results of Further Experimental Studies on BCG Vaccine. 
and A. P. de Roda.—p. 447. 

Transurethral Resection and Deep X-Ray Therapy in Surgical Manage- 
ment of Cancer of Bladder. L. F. Torres Jr. and P. S. Chikiamco. 
—p. 453. 

Problem of Renal Lithiasis in Orthopedic Hospital. A. I. Reyes.—p. 455. 

Spinal Cord Injuries. . Zavalla and P. A. Morales.—p. 459. 

Further Role of Culion Leper Colony. C. B. Lara.—p. 465. 


Review of Recent Literature. 


T. V. Bernardo 


W. de Leon 


Psychosomatic Medicine, Baltimore 


9:287-352 (Sept.-Oct.) 1947 


Studies of Syncope: IV. Biologic Interpretation of Vasodepressor Syn- 
cope. . L. Engel and J. Romano.—p. 388. 

Preliminary Report on Psychosomatic Study of Rheumatoid Arthritis. 
Adelaide Johnson, L. B. Shapiro and F. Alexander.—p, 295, 

Preliminary Study of Significance of Measures of Autonomic Balance. 
M. Wenger.—p. 301. 

Some Aspects of the Dream in Psychosomatic Disease. H. I. Kupper. 

—p. 310. 
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Rhode Island Medical Journal, Providence 
30:781-843 (Nov.) 1947 


*Anticoagulation Therapy with Heparin/Pitkin Menstruum in Thrombo- 
embolic Disease. L. Loewe.—p. 795. 


German Medical War Crimes: Their Nature and Significance. C. F. 
Enloe Jr.—p. 801. 

Treated with Sulfadiazine. B. L. Schiff. 

Medical Record Librarian of Yesterday, Today and Tomorrow. Mary 


Nunez.—p. 814. 


Heparin/Pitkin Menstruum in Thromboembolic Dis- 
ease.—Loewe says that at the Jewish Hospital of Brooklyn 
more than 450 patients received thousands of subcutaneous 
deposits of heparin/Pitkin menstruum for intravascular disease. 
Of the 251 patients who received this treatment for the venous 
form of thromboembolic disease, 95 had had from one to six 
pulmonary embolizations prior to subcutaneous heparin therapy. 
There were 5 fatalities. Four occurred early in the series and 
served as an object lesson for standardizing and formulating the 
program of therapy and dosage schedules. As an offset to these 
failures there were 7 patients who had multiple pulmonary 


- emboli despite venous. ligation and. who recovered after the 


subcutaneous heparin treatment. There were also 22 patients 
who were successfully treated with heparin in the Pitkin 
menstruum following single or multiple massive pulmonary 


‘ embolizations without manifestation of peripheral vein involve- 


ment; these patients could not conceivably be subjects for 
ligation of the proximal vein. Subcutaneous heparin was 
successfully employed in 7 patients following failure of 
“dicumarol” therapy. Treatment of venous thromboembolic 
disease with subcutaneous heparin in the Pitkin menstruum was 
attended with lessened morbidity, prompt and rapid clinical 
improvement, and little or no residual edema. Exploratory 
studies in the field of prophylaxis and in the treatment of 
various arterial thrombotic disorders, including coronary artery 
thrombosis and peripheral vascular diseases, are sufficiently 
promising to justify further intensive investigations. 


Rocky Mountain Medical Journal, Denver 


44:773-868 (Oct.) 1947 


Colorado Presidential Address. ° S. Bouslog.—p. 793. 

Utah Presidential Address. L. A. Stevenson.—p. 796. 

Wyoming Presidential Address. W. A. Steffen.—p. 799. 

Psychiatric Implications of Cancer. H. G. Salomon.—p. 801. 
"on in Colorado During Nineteenth Century. H. B. Stein. 


805. 
Conditioned Reflex Therapy of Chronic Alcoholism, Ten Years’ Experi- 
ence with Method. W. L. Voegtlin.—p. 807. 
Responsibility Teaches. A. Gregg.—p. 812. 
Aerosol Treatment with Penicillin and Streptomycin. O. L. Veach. 


T. M. 


Eye Findings in Repatriated Prisoners of War from Far West. 
Van Bergen.—p. 


44:870-963 (Noy.) 1947 


Problems in Early Diagnosis and Treatment of Right Heart Failure: Its 
Significance in Chronic tS aaa Disease. J. T. Taguchi, S. Dress- 
ler and A, Hurst.—p. 

of Medical to Physicians of Utah. 


R. H. Young. 


F. G, Ebaugh and J. V. Coleman. 


Mental Hygiene for Community, 
—p. 895. 
Ocular Changes in Diabetes, 
Treatment of Duodenal Ulcer. 
and F. R. Mizer.—p. 899 
Eye Changes Associated with Thyroid Disease. 
Present Status of Plastic Surgery. 
Anxiety Manifested by Moderately 
Hunter.—p. 908, 


A. R. Irving.—p. 898. 
Cunningham, J. C. Mendenhall 


L. W. Sloan.—p. 901. 
T. W. Stevenson.——p. 907. 


Elevated Temperatures. Harriot 


South Carolina Medical Assn. Journal, Florence 


43: 293-322 (Oct.) 1947 
Medical Legislation in Congress. R. A. Taft.—p. 293. 
Basic Principles in Treatment of Intrathoracic Injury. 
—p. 299. 
Recent Advances in Chemotherapy. J. 
Recent Advances in Pediatrics. R. M. 


43: 323-352 (Nov.) 1947 


Appraising Our Own Efforts. J. P. Price.—p. 323. 
Gastric Cancer, a Challenge to Medical Profession. 


E, F, Parker, 


H, Gibbes.—p. 302. 
Pollitzer.—p. 305. 


G. H. Bunch. 
—p. 325 


Recent Advances in Oto-Laryngology. R. MacDonald.—p. 330, 
Recent Advances in Surgery with Special Reference to Vagus Nerve 
Resection in Treatment of Peptic Ulcer. H. G. Smithy.—p. 331. 
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An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


Annals of Rheumatic Diseases, London 
6:129-194 (Sept.) 1947 
*Spinal Osteoporosis, Cause Unknown. H. J. Burrows and G. Graham. 
—p. 129, 
Generalized Osteoporosis in Old Age. 
A. McCutcheon.—p. 
“2 of Literature on ‘Acute Rheumatism During Years 1939- 1945. 
. B. Perry.—p. a 


C. M. Kesson, N. Morris and 


ines Osteoporosis of Unknown Cause.—Burrows and 
Graham review observations on 53 patients with spinal osteo- 
porosis of unknown cause collected from the literature and from 
their own observation. The condition occurs in middle-aged and 
elderly persons. The authors consider the osteoporosis as the 
result of deficient ossification, which in turn is perhaps related 
to a long continued deficiency of such dietary constituents as 
calcium, phosphorus and ascorbic acid; it is not due to vita- 
min D deficiency, as was believed at first. The cause is still 
obscure. Although generalized osteoporosis can sometimes be 
demonstrated, a material degree of porosis is confined to those 
bones which, in the adult, contain red marrow, namely those of 
the spine, limb girdles and thoracic cage. Only the lumbar and 
thoracic vertebrae undergo sufficient porosis to suffer material 
deformity. The chief chronic symptom is backache, more often 
lumbar than thoracic. 
and is relieved by rest. Other complaints are stiffness, deformity 
(including diminution of stature) and a sensation of weakness 
of the back. Acute symptoms occur in about half the patients. 
A sudden, agonizing pain may be felt in the back when per- 
forming some trivial movement. Sometimes something is heard 
or felt to snap in the back. The patient may scarcely be able 
to move and usually spends several days in bed, getting relief 
from rest and warmth. The symptoms are thought to be due 
to a pathologic fracture of a vertebra. The symptoms and roent- 
genologic changes are explicable in terms of the plasticity and 
fragility of the vertebrae. Nearly every patient was provided 
with a plaster bed. Most of them were fitted also with a 
spinal support. The diet has been adjusted, and varying amounts 
of calcium, phosphorus and vitamin D have been given. The 
clinical improvement which usually resulted from the treatment 
was not accompanied by increase in calcification. 


British Medical Journal, London 


2:681-718 (Nov. 1) 1947 

All the Vitamins. L. J. Harris.—p. 681. 

“Q” Fever: Serologic Investigation of Group of Cases Previously 
Reported as Primary Atypical Pneumonia. J. E. Caughey and J. A. 
Dudgeon.—p. 684. 

*Plasma Viscésity in Rheumatic Diseases. 

686. 


I. C. Cowan and J. Harkness. 
Case of Keratodermia Punctata. B. Phillips.—p. 689. 
*Vitamin K for Relief of Chilblains. D. P. Wheatley.—p. 689. 


Calcium — in Iris in Case of Secondary Hyperparathyroidism. C. 
Poniedel.—p. 


691. 

Babcock’s Operation for Thoracic Aneurysm. F. T. Ranson.—p. 692. 

Plasma Viscosity in Rheumatic Diseases.—Cowan and 
Harkness estimated the plasma viscosity in 320 tests in patients 
with rheumatic disease and in 43 tests in normal controls. The 
plasma viscosity increases with progressive disease in rheuma- 
toid arthritis and decreases with improvement; the increase is 
roughly proportional to the severity of the disease process; on 
the whole, the viscosity values for acute, subacute and chronic 
conditions tend to fall into distinct zones of the viscosity range. 
In osteoarthritis the plasma viscosity values tend toward normal. 
This seems to indicate that osteoarthritis is a local disorder, 
which produces little or no systemic reaction. Patients with 
fibrositis and myositis present normal viscosity values. 

Vitamin K for Chilblains.—The predisposing factors in 
persons with chilblains are assumed to be defective peripheral 
circulation, with increased permeability of the vessel walls 
and diminished coagulability of the blood. Wheatley therefore 
resorted to vitamin K, in the form of a synthetic preparation, 
in 8 patients, in whom the chilblains ranged from the mildest 
manifestations to severe and ulcerated forms. In 4 there was 
complete alleviation of symptoms and signs. In the other 4 there 
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The pain is usually worse with activity — 
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was an improvement. Two of these patients defaulted before 
treatment was completed, so the final result was not known. 
In the remaining 2 there was improvement, especially of the 
actual chilblains, although the perniotic condition of the digits 
remained; in 1 there was a recrudescence of symptoms in spite 
Intramuscular injections were superior 
to the oral route. However they were accompanied with con- 
siderable pain and had to be abandoned. 


Journal of Hygiene, London 
45:251-396 (Aug.) 1947. Partial Index 


Inquiry into Incidence of Cross-Infections, Complications and Return 
ases in Scarlet Fever. G. Edward, Nuala Crowley, Elizabeth 
Topley and B. Moore.—p. 251, 

“Studies on Effect of Penicillin on Gram-Negative Bacteria. 
Sulfonamide Synergy. G. T. Stewart.—p. 282. 

Nasal Filtration of Airborne Droplets, E. Boyland, J. H. Gaddum and 
F. F. McDonald.—p. 290. 

Value of Antiseptics as Prophylactic Applications to Recent Wounds. 
J. Gordon, J. W. McLeod, Anna Mayr-Harting and others.—p. 297. 
ry Resistant and Phage- Carrying Strains of Lactic Streptococci. 

G. J. E. Hunter.—p. 307. 

Synergic Action of Penicillin and Sulphathiazole on S. Typhi. J. C. 
Thomas and W. Hayes.—p. 3. 

Feeding and Breeding of Laboratory Animals: V. Use of Cope-Chat 
Record Cards for Analysis of Breeding Performance. H. M. Bruce 
and A. S. Parkes.—p. 327. 

Studies in Dynamics of Disinfection. 

E. F. Davies.—p. 333. 

Bug. Disinfestation in a Prison. 


‘Penicillin- 


R. C. Jordan, S. E. Jacobs and 


J. J. Landers.—p. 354. 

Penicillin-Sulfonamide Synergy.—The possibility that cer- 
tain gram-negative bacteria, usually regarded as resistant to 
penicillin, may show a degree of sensitivity to higher concen- 
trations of this substance has been explored, and it has been 
shown that there is a synergic action between sulfonamide com- 
pounds and penicillin. Stewart reports studies which were made 
tc determine the levels of sensitivity of a range of representa- 
tive gram-negative bacteria to penicillin and to penicillin and 
sulfathiazole combined. The organisms were also examined for 
penicillinase production. It was found that Salmonella typhi, 
Salmonella paratyphi B and strains of Proteus vulgaris were 
inhibited by penicillin in concentrations of 8 to 20 units per cubic 
centimeter. Certain coliform bacilli were inhibited by 30 to 
128 units. Organisms which were inhibited to some extent by 
penicillin and sulfathiazole acting separately were inhibited under 
experimental conditions at lower concentrations when both agents 
acted together. A proportion of the insensitive coliform strains 
were identified as producers of penicillinase. 


Lancet, London 


2:603-640 (Oct. 25) 1947 
Medicine, Science and Learning. H. Platt.—p. 603. 
*Acute Suppurative Tenosynovitis Treated with Systemic Penicillin, C. 

N. Cruickshank and S. H. Harrison.—p. 606. 

Penicillin in Pulp-Space Infections of Finger. H. Bolton, B. N. Catch- 

pole and R. P. Jepson.—p. 608. 

*Use of Penicillin in Acute Infections of Hand. A. L. Webster.—p. 610. 
Amebiasis in Ceylon. TT. Parkinson.—p. 612. 

Congenital Funnel Chest. H. S. K. Sainsbury.—p. 615. 
“Pellagragenic’” Action of “Maize: Further Experiments. E. Kodicek, 

K. J. Carpenter and L. J. Harris.—p. 616 

Tenosynovitis Treated with Systemic Penicillin.— 
According to Cruickshank and Harrison acute suppurative teno- 
synovitis is probably the most damaging of the infections of the 
hand. The authors review 13 consecutive cases of acute 
suppurative tenosynovitis of the finger in which intramuscular 
injection of penicillin was employed in 1946. The results in 
these cases are contrasted with those in an equal number of 
cases selected at random and treated without penicillin in 1943. 
The results indicate a reversal of the prognosis of acute tendon 
sheath infections, in that 8 of the penicillin-treated cases pro- 
ceeded to functional recovery, whereas 9 of the “untreated” 
cases required amputation. The reduction in the duration of 
disability is striking. The use of systemic penicillin in con- 
junction with minimal surgery is advocated in the treatment of 
acute suppurative tenosynovitis of the finger. 

Penicillin in Acute Infections of Hand.—Webster reports 
on 260 cases treated with penicillin therapy. The cases were 
mostly pulp infections, subcutaneous abscesses, onychias and 
paronychias. Four groups are differentiated on the basis of 
variations in treatment. A bloodless field was obtained by 
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the use of a sphygmomanometer cuff. Adequate incisions were 
made to allow free escape of pus, and all sloughs were dissected 
out. Drainage was maintained by packing the wound open for 
forty-eight hours with gauze, which was impregnated in the 
first three groups with penicillin cream (100 units per gram) 
and in the fourth group with sterile soft paraffin. In the first 
group 40 patients were treated in the manner previously 
described and were given intramuscular penicillin in oil and 
beeswax, 250,000 units daily. The treatment of the 47 patients 
in the second group was exactly identical with that in the first 
group, except that the dosage of penicillin in oil and beeswax 
was reduced to 125,000 units daily. The third group consisted 
of 61 patients treated with intramuscular sodium penicillin in 
aqueous solution, 200,000 units daily. The 112 patients of the 
fourth group had the same operative treatment as those in the 
other groups, but penicillin was not administered parenterally 
or used as a local dressing. The end results were similar in all 
groups, that is, benefit was not obtained from postoperative 
parenteral administration of penicillin. Bone necrosis, neces- 
sitating sequestrectomy, occurred only in patients treated late. 
Many of these patients had had a fairly intensive course of 
penicillin before they were seen. The principle of the Bunyan 
bag was applied to the dressing of large superficial infections of 
the fingers. After incision and drainage, a sterile rubber finger- 
cot was rolled over the finger and fixed with adhesive to the 
base of the finger and 2 cc. of sodium penicillin in water, 10,000 
units per cubic centimeter, was introduced under the adhesive 
band, with a syringe and needle, to flood the fingercot. A gauze 
dressing was bandaged lightly over the fingercot and left undis- 
turbed for two days. On removal of the dressing the wound 
was clean, and healing took place rapidly thereafter. The use 
of penicillin-sulfathiazole powder as a postoperative dressing is 
to be condemned. 
2:641-676 (Nov. 1) 1947 


Paroxysmal Tachycardias. M. Campbell—p. 641. 
Delayed Immunity Response. Mollie Barr and A. T. Glenny.—p. 647. 


Salt Metabolism in Acute Porphyria: Report of 2 Cases. G. C. Linder. 
—p. 649. 
—a Rupture of Spleen After Defecation. A. W. N. Druitt. 

652, 


*"Pakiniane Pyocyanea Meningitis Following Spinal Analgesia. I M. 
53. 


Davidson.—p. 6 

Meningitis Following Spinal Analgesia.—Davidson thinks 
that accounts of meningitis following spinal analgesia are infre- 
quent because of “a natural reluctance to report what should be 
a preventable happening,” but he believes that the conscientious 
recording of such cases is important, if only to emphasize the 
possible dangers of the method and keep in everyone’s mind the 
importance of a rigid aseptic technic. -The author reports 2 cases 
of meningitis due to Pseudomonas aeruginosa following spinal 
analgesia. One patient recovered after treatment with sulf- 
amerazine; the other died. The source of the infection could 
not be traced. In a similar case the source was so-called sterile 
water in the operating theater. 


Transactions Royal Soc. Trop. Med. & Hyg., London 


41:171-268 (Oct.) 1947 


Ainhum in a Leper. E. Montestruc. and P. Caubet.—p. 187. 

Mixed Deficiency Diseases in India: Clinical Description. R. Passmore. 

Enzyme Purification of Polyvalent Antivenene Against Southern and 
Equatorial African Colubrine and Viperine Venoms. E. Grasset and 
P. A. Christensen.—p. 207. 

Zinc Sulfate Flotation of Feces. R. Elsdon-Dew.—p. 213. 

Sedimentation Rate in African Peasant with Special Reference to 
Trypanosomiasis. C. Hollins and E, Lewis-Faning.—p. 217. 

Serum Lipides in Tropical Sprue. D. A. K. Black and J. A. Simpson. 

241, 


—?. 
Transitory Neurologic Signs in Sleeping Sickness. M. Gelfand. —p. 255. 
Influence of Suspending Fluid on Survival of Sporozoites in Vitro. 

Isabel M. Tonkin.—p. 259. 

“Suppressive and Schizonticidal Value of Paludrine (100 Mg.) in Vivax 

Malaria. A. W. Woodruff.—p. 263. 

Paludrine in Vivax Malaria.—Woodruff gives an account 
of 20 cases of benign tertian malarial relapses which were treated 
with “paludrine,” N:-p-chlorophenyl-N:;-isopropyl biguanide. In 
15 cases of benign tertian malaria treated with a single dose of 
100 mg. of “paludrine” on one day only, the response was slow 
in comparison with that obtained following standard treatment 
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for three days with quinine and followed by quinacrine. This 
single dosage of “paludrine” did, however, bring the attack under 
control. No toxic manifestations were noted during the period 
of six months in which 20 patients were receiving 100 mg. of 
“paludrine” weekly. During this period, however, 1 proved 
short term relapse of vivax malaria was encountered, and 3 pos- 
sible clinical attacks were also reported. During the six months’ 
period immediately following the six months of “paludrine” 
administration, 1 proved long term relapse and 1 possible clinical 
relapse were encountered. These results suggest that a single 
dose of 100 mg. of “paludrine” is a suboptimal dose in an acute 
attack. Doses of 100 mg. weekly occasionally fail to keep the 
blood sufficiently free from parasites to prevent short term 
relapses. This weekly dosage, continued for a period of six 
months, does not invariably prevent the occurrence of long term 
relapses when use of the drug is discontinued. 


Acta Chirurgica Scandinavica, Stockholm 


96:97-198 (Oct. 20) 1947 


ee Retroperitoneal Duodenal Rupture. G. K. Lauritzen. 
97. 


Treatment of Skin Avulsion Injuries of Limbs. H. Schjelderup.—p. 109. 
Treatment of Hirschsprung’s Disease with Report of an Operated Case 


(Extraperitoneal Resection of Megasigmoid in One Stage). E. Aren- 
ander.—p. 123. 


*Experimental and Clinical Observations on Granulomas Caused by Tale 
and Some Other Substances. A. Saxén and P. I. Tuovinen.—p. 131. 

Injuries of Bone and Bone Marrow After Intraosseous Injections: 
Experimental Investigation. L. Wallden.—p. 152. 


Innervation at Common Bile Duct-Duodenal Junction from Surgical 
Point of View. C. Franksson.—p. 163. 


New Plate for Osteosynthesis. H. Séiland—p. 178. 
Comparison Between Clinical and Histologic Diagnosis in Toxic and 
Atoxic Goiter, oy Special Regard to Kraus’s Staining Method. S. 


Dahlstedt.—p. 18 

Granulomas deetic by Talc.—In their experiments on rats 
Saxén and Tuovinen used pure talc and also powders containing 
talc, such as two sulfonamide wound powders containing 35 and 
33 per cent talcum powder, respectively. They also used a 
powdered sulfonamide drug without any other admixture. The 
animal experiments established that a small quantity of talc 
introduced into uninjured tissue is generally resorbed in a short 
time without leaving any traces, but a large quantity may cause 
considerable foreign body granulomas. Similar granulomas 
occur regularly in injured tissues into which tale is rubbed. 
In this case comparatively small quantities of talc cause granu- 
lomas which are preceded by purulent inflammations in the 
necrotic area. A chemically clean sulfonamide powder dis- 
appears from the animal tissue without causing histologic 
changes. Histories of 6 patients with foreign body granulomas 
are examined. The authors believe that contamination of the 
tissue with talc through a torn glove is a rare occurrence. 
Granulomas may easily develop if sulfonamide wound powders 
containing talc are introduced into the operative field. In certain 
rare circumstances even pure sulfonamide powder may give 
rise to granulomas. 


Archiv fiir Kinderheilkunde, Stuttgart 


134:1-64 (June) 1947 


*Value of Bone Marrow Puncture as Diagnostic Aid in Children with 
Typhoid. K. Rogge.—p. 1 

*Investigations on Blood Coagulation in Children: Coagulation Time, 
Prothrombin Time and Bleeding Time in Children with Infectious 
Diseases and in Children with Nutritional Disturbances. J, Strédes 
and G. Karp.—p. 6. 


Sexuality During Puberty. W. Hallermann.—p. 22. 
Does Sulfanilamide Influence Clinical Course and Blood Picture of 

Typhoid in Children? H. Brieger.—p. 33. 

Stenosis of Splenic Vein in Children. E. Grundler.—p. 50. 

Bone Marrow Puncture for Diagnosis of Typhoid in 
Children.—At Rogge’s clinic sternal puncture was done in 47 
of 185 children with typhoid. Bacilli could be demonstrated in 
the sternal punctate in a much higher percentage of cases than 
was possible by blood culture. While blood culture yields bacilli 
as a rule only during the first week of the disease, sternal 
puncture does so practically throughout the entire course of the 
disease. Frequently the sternal punctate was the only reliable 
proof of the presence of typhoid. The author regards puncture 
of the sternum or tibia as an important diagnostic aid when 
typhoid is suspected in children. 
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Blood Coagulation in Children with Infectious Dis- 
eases.—Stréder and Karp review observations on 255 children 
up to 14 years of age. They found that in scarlet fever, 
measles, typhoid, paratyphoid, pulmonary tuberculosis and 
whooping cough the coagulation time is normal, even if these 
diseases appear in the hemorrhagic form. Diphtheria, particu- 
larly the toxic form, increases the blood coagulation time. The 
prothrombin time is subject to considerable changes even in 
healthy children, and the aforementioned infectious diseases did 
not increase it to abnormal values. Hypoprothrombinemia was 
observed in about half of the cases of intestinal infections, par- 
ticularly in Flexner’s dysentery. The hypoprothrombinemia that 
accompanied infectious disorders showed a certain parallelism 
with the clinical course. About a fourth of the infants with 
nutritional disturbances had hypoprothrombinemia, and the pro- 
thrombin times were highest in the severest nutritional dis- 
turbances. However, as in the intestinal infections of older 
children, the prothrombin time does not parallel the temperature 
changes and in both conditions it may persist after recovery. 
Prothrombin time and coagulation time may show conformity 
in toxic diphtheria but do not necessarily have to do this. The 
bleeding time was unchanged in the infectious diseases that were 
investigated. 

Cardiologia, Basel 


12:1-132 (No. 1 & 2) 1947. Partial Index 


Recent Study of Electrocardiogram Taken from Man with One Lead 
Attached to Thoracic Wall. Kisch.—p. 1 


“New Concept of Surgical Treatment of Mitral Stenosis, I. Mahaim. 


—p. 11. 
bey Cordis with Late Rupture of Left Ventricle. C. Hedinger. 


*Digitalis and Strophanthin Preparations Considered as Drugs Which 
Favor Action of Chemical Mediators: Their Action on Normal Myo- 
cardium, in Myocardiac Insufficiency and in Diseases Different from 
Those of Circulatory Apparatus. D. Danielopolu.—p. 66 
Surgical Treatment of Mitral Stenosis.—According to 

Mahaim, narrowing of the left auroventricular orifice need not 

always be due to a stenosing defect of the mitral valve. It may 

be caused by a tumor-like polyp in the left auricle which 
increases with time and which may involve the mitral ring; it 
may even pass through the ring and be lodged occasionally 
in the left ventricle. The tumor is often myxomatous and has 
the tendency to produce peripheral myxomatous embolism. 

Angiocardiography may reveal a lacunar auricular picture 

which could be considered as a definite roentgenologic sign. 

Surgical removal of the mitral polyp would be the only treat- 

ment for this condition. 

Contusion of the Heart.—Hedinger reports the occurrence 
of sudden death in a soldier aged 53, nine days after he was 
kicked on the chest by a horse. Death resulted from infarction 
of the anterior wall of the left ventricle and rupture after a 
traumatic, thrombosing, dissecting aneurysm of the descending 
branch of the left coronary artery. For three days after the 
accident the patient had no complaints and returned to his unit 
to do his usual work. The grave traumatic coronary injury 
was masked completely during this period. A prolonged period 
of control even in the absence of clinical symptoms is suggested 
to prevent late lesions in cases of severe thoracic trauma in 
which a contusion of the heart seems likely. 

Mechanism of Action of Digitalis and Strophanthin.— 
The results of experiments with digitalis and strophanthin 
preparations carried out by Danielopolu on guinea pigs, dogs 
and frogs, as well as therapeutic trials on man, suggest that 
these drugs have a nonspecific action and a specific or toxic 
action. The nonspecific action consists in the inactivation of 
cholinesterase by promoting the action of acetylcholine and 
inactivation of the adrenolytic factors by promoting the action 
of sympathin. By their inactivating action on cholinesterase 
the digitalis and strophanthin preparations stimulate the secre- 
tion of epinephrine. In their effect on the adult myocardial 
fibers and on the vascular fibers the favorable action of the 
therapeutic doses of these drugs on the activity of sympathin 
surpasses their favorable action on the activity of acetylcholine ; 
in the embryonal cardiac fiber the latter influence surpasses the 
former. With small doses the action is inverse. Both the 
specific and the nonspecific action may be exerted with any dose, 
but the former becomes evident only with high doses which are 
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not used for therapeutic purposes. Systolic arrest of the action 
of the heart is to be considered as an effect of the toxic action. . 
Digitalis and strophanthin preparations exaggerate the excita- 
bility of the nervous centers by their inactivation of cholin- 
esterase in promoting the action of acetylcholine. The drugs 
exaggerate the excitability of the cardiac nerves by increasing 
the excitability of the neurons and the sympathomimetic and 
parasympathomimetic reactivity of the myocardium. The drugs 
are stored not only in the myocardium but in all the tissues 
of the body. Occurrence of sudden death after big doses of 
strophanthin (Frankel’s method) is due to the accumulation 
of acetylcholine because of the inactivating action of the drug on 
cholinesterase. It might be possible to increase the dose of 
strophanthin in grave cases by combining it with atropine, 
as the latter prevents the parasympathomimetic action of acetyl- 
choline. Certain faculties of the digitalis preparations may be 
corrected and strengthened with atropine and with physostig- 
mine, but strophanthin should never be combined with physostig- 
mine. Digitalis and strophanthin preparations are not exclusively 
cardiac tonics but vegetative drugs which can be useful whenever 
one wants to promote the action of sympathin and acetylcholine. 
The dosage of these drugs should be based on the determination 
of their inactivating action on cholinesterase. 


Giornale di Medicina, Palermo 
4:97-168 (May-June-July) 1947. Partial Index 


*Streptomycin in Therapy of Enterocolitis and Acute Nutritional Dis- 
turbances in Infants. B. Cimino and G. Purrazzella.—p. 130 
Streptomycin in Gastrointestinal Disorders in Infants. 

—Streptomycin was given to 17 infants with gastrointestinal 
disorders due to shigella and colon bacilli. The drug was given 
in daily doses which varied from 10 to 40 mg. per kilogram of 
body weight for from six to eight days. Sulfanilamide therapy 
had previously failed. Good results were obtained in all cases; 
pyuria was a complication in 1 case. It was controlled simul- 
taneously with the gastrointestinal disease. 


Klinische Wochenschrift, Wirzburg 


24/25:97-160 (Nov. 15 and Dec. 1) 1946. Partial Index 
*Reanimation by Artificial Circulation. H. Schwiegk.—p. 104. 
Significance of Electrocardiogram Taken with Electrode Attached to 


Esophagus for Recognition of Old Infarcts of Posterior Wall. 
K. Spang.—p. 111, 


—— of Local Disturbances of rH? Perfusion on Cholinesterase of 
N. Schimmelfeder.—p. 

Changes in Serum Cholinesterase in , en F. Heim.—p. 115. 

Regular Occurrence of Specific Proteinase During Menstrual Cycle. 

H. Roemer.—p. 116. 

Reanimation by Artificial Circulation.—Schwiegk pro- 
duced circulatory arrest in dogs by rapidly withdrawing the 
blood from the femoral artery. Under morphine-ether narcosis 
the blood pressure in the other femoral artery was recorded 
with a mercury manometer. Artificial restoration of the cir- 
culation was then performed by pumping the blood from the 
right jugular vein and by reinjecting the artificially arterialized 
blood into the femoral or carotid artery. A modified Gibson 
apparatus was used in these experiments. The results demon- 
strated that artificial blood perfusion of the entire animal is 
possible in principle. Respiration and heart action could be 
restored by artificial circulation up to fifteen minutes after 
clinical death. In addition to respiration the functioning of 
vasomotor centers was manifested by the occurrence of Traube- 
Hering waves. The term reanimation appeared justified in only 
2 instances in which heart action and respiration continued 
spontaneously after artificial circulation was discontinued. The 
duration of “clinical death” in these instances was seven and 
five minutes, respectively. Pupillary, corneal and tendon reflexes 
returned. In the first instance the dog survived the experiment 
for twenty-six hours, in the second instance only for five hours, 
but consciousness was not restored completely. Reanimation 
of the heart may be obtained without difficulty. A complete 
reanimation of the central nervous system could not be achieved 
because of the irreparable damage in the cerebral cortical areas 
resulting from the circulatory arrest, which lasted in these 
instances for seven and eight minutes, respectively, from the 
moment in which the blood pressure reached the zero point. 
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Artificial circulation in man may be considered in cases in which 
temporary cardiac failure may be bridged some time before the 
definitely expected circulatory arrest, e. g., threatening arrest 
of heart action during surgical intervention. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
91:2717-2796 (Sept. 27) 1947. Partial Index 


Treatment of Gonorrhea at Clinic of Utrecht During and 
After the War. J. J. Zoon and J. W. H. Mali.—p. 2727. 

Blue Baby with Arteriovenous Bail of Lung. I. Boerema and 
R. P. ‘Brilman.—p. 2736 


*“Dripping Nose” as Early Symptom of Hunger Edema. I. van der Hal. 
2746 


*Severe taal Changes During Treatment with Arsphenamine Prepara- 

tions. T. A. J. van Doormaal.—p. 2751. 

“Dripping Nose” as Early Symptom of Hunger Edema. 
—While in a concentration camp where hunger edema was 
prevalent, van der Hal noted that a constantly dripping nose, 
in the absence of any other sign of rhinitis, was often a sign of 
impending hunger edema. The dripping nose persisted after the 
hunger edema developed. 

Corneal Changes During Treatment with Arsphen- 
amine.—According to van Doormaal, treatment with arsphen- 
amine preparations may cause serious corneal lesions. He 
describes the case of a man, aged 47, who, while being treated 
with arsphenamine and a bismuth compound for syphilis devel- 
oped a severe dermatitis, conjunctivitis and bilateral corneal 
ulcers which perforated. The patient recovered very slowly 
from his dermatitis and became almost blind. Corneal lesions 
which develop during arsphenamine treatment usually but not 
always appear in the course of arsphenamine dermatitis. 


Nordisk Medicin, Gothenburg 
35: 1779-1822 (Aug. 29) 1947. Partial Index 
*Prognosis in Disseminated Sclerosis and Disseminated Encephalomyelitis 
Judged in Relation to Initial Stage of Disorders. Differential Diagnosis 
in This Stage. P. Thygesen.—p. 1779. 
Hospitalstidende 
Treatment of Tendency to a During Administration of ‘“Dicu- 
marol.”” Erik Tage-Hansen and K. Jansen.—p. 1792. 
Finska Liakaresdllskapets Handlingar 


Biuret Reaction. Quantitative Determination of Total Protein of Serum 
by Photometry. B. Laurent and B. A. Lamberg.—p. 1795. 


Hygiea 
Surgical Treatment of Gunshot Wounds of Head. B. G. Egorov. 
—p. 1807. 
Toxic Fulminant Laryngobronchitis (Malignant Pseudocroup).  B. 
Séderling.—p. 1812. 


Prognosis in Disseminated Sclerosis and Disseminated 
Encephalomyelitis.—Differential diagnosis in the initial stage 
of disseminated sclerosis and disseminated encephalomyelitis was 
used to judge prognosis. In the initial stage the diagnosis was 
disseminated sclerosis in 84 of Thygesen’s 144 cases, dis- 
seminated encephalomyelitis in 29, probable disseminated 
sclerosis or disseminated encephalomyelitis in 31. On revision 
of the diagnosis after from eight to fifteen years the diagnosis 
disseminate encephalomyelitis could be upheld in only 17 of the 
29 cases and typical disseminated sclerosis had developed in 7; 
4 of the 17 died during the first year, the others were free from 
symptoms after the first year or year and a half. In 19 of the 31 
cases the disorder developed as disseminated sclerosis, mostly 
of benign type, and in 12 the diagnosis of disseminated sclerosis 
or disseminated encephalomyelitis was excluded. Of the 110 
patients with disseminated sclerosis, 14 were fully able to work 
and 13 partly able to work; in 52 there had been steady progres- 
sion with early incapacity for work, and 31 were dead. Almost 
all the benign cases had an acute or subacute onset with total 
or partial remission during the first year, but the same manner 
of start and early course were also seen in fully half of the 
cases with persistent progression. In practically all cases with 
insidious start and steady progression during the first year the 
course was unfavorable. The prognosis seems to depend more 
on the spread of the underlying process than on the intensity of 
single symptoms and to be poorer in the cases with early ocular 
symptoms in connection with other symptoms and in those with 
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the early stage marked by incoordination of varied origin. 
Nystagmus as an isolated symptom has no prognostic signifi- 
cance. The course is more favorable in the older age group. 


Praxis, Bern 
36:725-740 (Oct. 23) 1947 


*Recent Investigations on Function of Thrombocytes Eliciting Retraction. 
A. Fonio.—p. 

Activity of Surgical Service in Hospital of Detachment of Ebensee 
(Concentration Camp of Mauthausen). F. Wetterwald.—p. 729. 

Hypovitaminosis C in High Mountain Valley in Valais. R. Maeder. 


W. Jadassohn, P. Boymond and Isler.—p. 737. 

Retraction of Coagulum Elicited by Thrombocytes.— 
Fonio separated the plasma by centrifugation of blood which 
had been made uncoagulable with sodium citrate. The coagula- 
tion was then brought about by recalcification. By this new 
test tube method photographs could be taken from the plasma 
clot. Retraction of the plasma coagulum occurred provided 
that the plasma contained thrombocytes. There was no retrac- 
tion if the plasma did not contain thrombocytes. A pronounced 
retraction occurred when an emulsion of thrombocytes in 
isotonic solution of sodium chloride was added to the plasma 
which did not contain thrombocytes. Addition of an extract 
of thrombocytes did not produce retraction, which occurs only 
when intact platelets are added. Addition of corpuscular 
elements which are foreign to the blood proved ineffective. 
A retractozyme could not be extracted from the retracted 
coagulum. The new retraction test was performed on a patient 
with thrombopenia whose thrombocyte count was 75,000. The 
plasma coagulum proved completely irretractable three times 
when the new test tube method was used, and -the fourth time 
there was only a feeble indication of retraction. A normal 
retraction occurred in all the tests in which an emulsion of 
normal thrombocytes had been added to the patient’s plasma. 
The degree of the retractility of the thrombopenic coagulum 
may be determined more exactly by testing the retraction on 
the thrombocyte containing citrated plasma than by the evalua- 
tion of the behavior of the blood coagulum alone. 


$6:757-776 (Nov. 6) 1947 

Treatment of Chilblain with Adrogel (Histamine-Acetylcholine) Ointment. 
Hasler.—p. 757. 

*Clinical and Electroencephalographic Study of Hyperpyretic Convulsions. 

M. Neyroud.—p. 759. 

Hyperpyretic Convulsions.—Neyroud reports the occur- 
rence of hyperpyretic convulsions in 70 children, 39 boys and 
31 girls between the ages of 2 months and 6% years. The 
highest incidence of hyperpyretic convulsions was observed at 
the age of 18 months. History revealed the occurrence of non- 
epileptic convulsions in grandparents, parents or siblings of 
67 patients and the occurrence of epileptic seizures in grand- 
parents or parents of 5. There was also a high incidence of 
meningitis, particularly among the siblings of the patients. 
Eighteen patients were of an extremely nervous type, 14 pre- 
sented behavior disorders and 6 had disturbances of speech. 
Four of 10 children aged over 3 years still had enuresis. In 
the majority of the patients the hyperpyretic convulsions may 
be considered.as a common accident which has nothing to do 
with epilepsy, and the prognosis of which is favorable. They 
may be classed among the “essential convulsions” of infancy. 
These hyperpyretic convulsions may be caused by sudden dis- 
turbances of the cerebral circulation or ischemia followed by 
hyperemia, and they are closely connected with the sudden rise 
of temperature. However, the high incidence of hereditary and 
constitutional stigmas among the 70 patients justifies a certain 
caution in evaluating the late prognosis of hyperpyretic convul- 
sions; in 2 of them the hyperpyretic convulsive syndrome was 
the first manifestation of epilepsy. The electroencephalogram 
will be of considerable aid in the differential diagnosis of hyper- 
pyretic convulsions of children who are normal with regard to 
their nervous system from those who may be epileptic in the 
future. In 51 of the 70 patients the encephalogram revealed 
normal condition. In 9 patients the electroencephalogram was 
doubtful. Four encephalograms were definitely abnormal, and 
2 presented epileptic patterns in children who not only had 
pure hyperpyretic convulsions but also manifested a definite 
clinical aspect of epilepsy. . 
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Pulmonary Tuberculosis and Its Treatment. By Hans Jacob Ustvedt, 
M.D., Chief Physician to the Ullevaal Municipal Hospital, [IX Department 
(Internal Medicine), Oslo. Translated by A. L. Jacobs, M.R.C.P. With a 
foreword by W. D. W. Brooks, D.M., F.R.C.P. Second impression. Fabrikoid. 
Price, 25s. Pp. 252, with 56 illustrations. Staples Press Limited, Staples 
House, 10 Cavendish Place, London, W. 1, 1947. 

This book includes much fundamental information. The 
author strongly emphasizes the importance of the tuberculin 
test as a diagnostic agent. Different methods of administration 
are presented, and reading is advocated at seventy-two hours. 
In Norway at the age of about 40 or 45 years all persons have 
been infected with tubercle bacilli and therefore react to tuber- 
culin. The incidence of infection in the earlier years of life 
is definitely lower than it was some years ago. Therefore the 
control methods apparently are protecting children against infec- 
tion. However, it will require several decades before this 
improved condition will be seen in the older age groups. Tuber- 
culosis among cattle has practically been eradicated from 
Norway. 

The author believes that persons in whom tubercle bacilli 
are found only in the gastric contents but who do not cough 
or expectorate are not infectious. He does not believe that 
massive infections are important and states that if a single 
tubercle bacillus reaches a pulmonary alveolus in an uninfected 
person infection invariably results. It is said that all tuberculin 
reactors possess tuberculous lesions. How soon do clinical 
forms of tuberculosis follow the primary infection? The author 
states that cases can arise after long periods of latency. He 
recommends that periodic examinations be made on tuberculin 
reactors. 

Calcification is in itself no guaranty of healing. The author 
points out that it is of the greatest importance to be able to 
recognize the occurrence of primary infection and the time 
when in the infected the disease enters on the phase which leads 
to the development of progressive disease or phthisis. “The first 
line of attack in any mass investigation or in any individual 
suspected of tuberculosis must be the tuberculin test.” 

The tuberculosis mortality is about 70 per hundred thousand 
in Norway and less than 40 in the United States. Moreover, 
evidence indicates that in this country not more than about 
10 per cent of grade school children and 12 to 15 per cent of 
those of high school age react to tuberculin. The author points 
out that there is only one certain means of diagnosing tubercu- 
losis, namely, the finding of tubercle bacilli. 

A paradox exists in the last chapter where the author recom- 
mends the extensive use of the tuberculin test among children 
and young adults and then approves the administration of BCG 
to the nonreactors. This substance would render the tuberculin 
test useless, since BCG sensitizes the tissues to tuberculin. The 
evidence presented concerning the effectiveness of BCG in a 
tuberculosis control program is not convincing because of 
numerous other factors involved. The book can be read with 
profit by students and practitioners of medicine. 


Sexual Behavior in the Human Male. By Alfred C. Kinsey, Professor 
of Zoology, Indiana University, Bloomington, Ind., Wardell B. Pomeroy, 
Kesearch Associate, Indiana University, and Clyde E. Martin, Research 
Associate, Indiana University. Cloth. Price, $6.50. Pp. 804, with 173 
illustrations. W. B. Saunders Co., 218 West Washington Square, Phila- 
delphia 5, 1948. 

Kinsey’s book, “Sexual Behavior in the Human Male,” is a 
scientific achievement. Here is an analysis of the sexual his- 
tories of more than twelve thousand American white men repre- 
senting an excellent cross section of a geographic, economic, 
occupational, religious and age distribution. The information 
presented, formerly unobtainable in the United States or else- 
where, is pertinent information needed by physicians in caring 
for the large number of patients who come to their offices daily 
with psychosomatic complaints that are based in many instances 
on conflicts involving personal sex practices and maladjustments. 

Sex practices recorded by Kinsey will not be surprising to 
the physician, but the collective figures indicate that present 
concepts of normality regarding sex must be greatly broadened. 
Surprising items of information are the extremely high incidence 
of potency of sex drive and outlet in the teen-age group and the 
high incidence (40 to 50 per cent) of premarital, extramarital 
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and postmarital outlet in all groups of the male population. 
Only ten to fifteen per cent of all male contacts can be accounted 
for through prostitution; it appears likely, therefore, that forth- 
coming statistics on female behavior will not be too radically 
different. 

Public dissemination of Kinsey’s information will be helpful 
toward partially relieving many persons of guilt complexes 
related to feelings of sexual inferiority and abnormality. How- 
ever, most of the conflicts which result in psychic or psycho- 
somatic diseases are not with regard to the sexual practices 
themselves but result from the mental conflict brought about by 
repeated attempts and failures to live up to established - social 
and religious standards of sexual conduct. 

Kinsey casts doubt on sublimation as a mechanism for channel- 
ing excess sexual energy, pointing out that those who find this 
method successful usually lack excess energy to sublimate. The 
statistics he has gathered make it doubtful if the mechanism of 
sublimation has ever received a fair trial by any large segment 
of the population. Frequently persons have misconstrued sub- 
limation (a conscious mechanism) and have instead practiced 
repression with resultant deleterious effects from the subcon- 
scious. In the light of Kinsey’s statistics, the apparent curious 
parallel in the convulsive natures of orgasm, psychomotor dis- 
charge attacks of epileptic persons and convulsant attacks pro- 
duced by electric and insulin shock with following release of 
mental tension suggests the necessity for a review of the cur- 
rently held opinion that complete sexual abstinence is compatible 
with mental health for the average person. 

Soon the American people must realize that the human is at 
least in part a sexual animal. Consideration must be given to 
encouraging early marriage and to the recognition of marriage 
itself and the home as a necessary place for the proper rearing 
of children and not necessarily as a lovers’ paradise. 

These problems are more intimately related to the medical 
profession as a group in the United States than to any other 
group. Kinsey’s notable research and its publication may well 
mark an epoch in the evolution of social attitudes. 


Sensory Mechanisms of the Retina with an Appendix on Electro- 
retinography. By Ragnar Granit, M.D., Director of the Nobel Institute 
of Neurophysiology, Stockholm. Cloth. Price, $11. Pp. 412, with 178 
illustrations. Oxford University Press, 114 5th Ave., New York 11; Amen 
House, Warwick Sq., London, E. C. 4, 1947. 

The name of Ragnar Granit is authority enough to make this 
volume of the utmost importance to those interested in the 
physiology of the retina and brain. Stimulated by the work of 
Sir Charles Sherrington and Ramon y Cajal, the author fol- 
lowed the work of these masters together with that of Adrian 
at the Eldridge R. Johnson Foundation of Pennsylvania Univer- 
sity; at Helsingfors, and at Oxford. In spite of financial assis- 
tance by the Rockefeller Foundation, a laboratory worker has 
advanced slowly and methodically and even has been able to 
introduce practical, clinical methods. 

Beginning with the peripheral nerve, Granit advanced his 
studies with electrical potentialities of the retina and optic nerve 
to the end that even minutiae such as rods, cones and ganglion 
cells are indeed recorded, in lower animals, as to their electric 
phases in the conduction of nerve impulses. The duplex nature 
of the retinal discharges in the rod and cone area is brought 
out in the author’s retinograms. Retinal adaptation, as to both 
velocity and intermittent illumination, and strength of the stimu- 
lus are discussed and illustrated. The photosensitive substances 
of visual purple and visual violet and, finally, the nature of the 
color receptors are discussed in view of the outstanding work 
of Wright and others. The author has not been interested in 
the chronaxia, and this omission is the principal criticism of 
this excellent, authoritative work and summation of the physi- 
ology of the retina. 


Die Bedeutung der Seelenkunde von Klages fiir Biologie und Medizin. 
Von Dr. med. E. Frauchiger, Professor fiir vergleichende Neurologie an 
der Universitat Bern, Bern. Paper. Price, 6.80 Swiss francs. Pp. 99. 
Medizinischer Verlag Hans Huber, Marktgasse 9, Bern 16, 1947. 


This brochure is in essence a review of the work of Ludwig 
Klages, a German psychologist and philosopher who lived most 
of his life in Switzerland. The author appears to be an all too 
enthusiastic pupil of a master whose merits are not beyond 
The author strongly believes that biology and medi- 
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cine need philosophic guidance, and Klages’ work should be 
considered as just that. In Europe Klages was mainly known 
through his book, “Handwriting and Character,” a scientific 
graphology, probably one of the best ever written. Between 
1929 and 1932, Klages published in three volumes “Reason (in 
German, Geist) the Enemy of the Soul.” It created a storm in 
philosophic and medicopsychologic circles, was violently refused 
and violently applauded. Klages’ doctrine is a mixture of psy- 
chology and philosophy. It is deeply influenced by the early 
Greek thinkers (before Plato) and the German romanticists. He 
uses their concept of a tripartition of human beings into body, 
reason and soul and postulates that reason, especially in its 
modern scientific and mechanistic form, will slowly destroy the 
soul. Klages’ psychology is an attempt to recognize and classify 
human emotions through their expression. His characterology 
contains many stimulating ideas about human motivations and 
their roots. However, it is hard to agree with the author that 
Klages’ work has enriched psychopathology and psychotherapy. 
In these fields the writer Klages gets the better of the scientist, 
and his brilliant formulations are verbose and lack clarity. 

The merit of the brochure consists in the fact that it warns 
of an overestimation of scientific experiments, fact finding and 
theory at the cost of a broad psychobiologic approach. 


Studies in Deficiency Disease. By Robert McCarrison, M.D., D.Sc. 
Oxford Medical Publications. London: Henry Frowde and Hodder & 
Stoughton, 1921. Reproduced by Photo-Lithography. Cloth. Price, $3. 
Pp. 270, with 82 illustrations. Milwaukee, Wisconsin: Lee Foundation 
for Nutritional Research, 1945. 

Sir Robert McCarrison has contributed so much toward the 
understanding of deficiency diseases that his comprehensive 
book should be read by all students in the field. Many of the 
principles which he demonstrated have been «ery slow in being 
fully accepted; yet it must be a great source of satisfaction to 
him that one by one they are becoming more and more used 
in the every day practice of medicine. 

His writings on vitamins in this book can be read with great 
interest by any student in this field, and his description of his 
experiments in the third chapter should be read by all young 
investigators. 

Part 3 of his studies is entitled “The Pathogenesis of Defi- 
ciency Disease” and portrays striking effects on many of the 
essential organs of the body from the lack of proper diet. His 
studies are supported by many photomicrographs of cellular 
changes. 


A Manual of the Common Contagious Diseases. By Philip Moen 
Stimson, A.B., M.D., Associate Professor of Clinical Pediatrics, Cornell 
University Medical College, New York. Fourth edition. Fabrikoid. 
Price, $4. Pp. 503, with 75 illustrations. Lea & Febiger, 600 8S. 
Washington Square, Philadelphia 6, 1947. 

The high quality that marked earlier editions is maintained 
in this one, which has been thoroughly revised to embrace new 
technics in treatment of the common contagious diseases devel- 
oped during the seven years since the last edition was published. 
A new chapter has been included to discuss the role of the 
sulfonamide drugs and the antibiotics in treating contagious 
diseases. The chapter on poliomyelitis has been completely 
rewritten and contains much practical information. The book 
is well illustrated, including six exceptionally fine color plates 
which have great diagnostic value. 


Lehrbuch der Nervenkrankheiten in 30 Vorlesungen. Von Dr. Dr.h.c. 
Robert Bing, ordentlicher Professor an der Universitit Basel. Eighth 
edition. Cloth. Price, 52 Swiss francs. Pp. 743, with 230 illustrations. 
Benno Schwabe & Co., Klosterberg 27, Basel, 1947. 

This internationally known neurologic textbook had been 
formerly translated into English (published by C. V. Mosby 
Company, St. Louis); its author, Robert Bing, full professor at 
the University of Basel, Switzerland, has been for many years 
a leading figure in European neurology. In this edition he 
again shows his tremendous experience and knowledge, in thirty 
lectures. This form is particularly apt to make the reader 
comfortable. Reading is like listening to a fluent talk. 

Lecture 18 concerns aphasia, apraxia and agnosia. This diffi- 
cult field is described with clarity and precision. Equally cap- 
tivating is lecture 25 about the diseases of the sympathetic 
nervous system and the angiotrophoneuroses. Everywhere the 
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textual matter is integrated with many well selected photo- 
graphs, anatomic designs and diagrams. Unlike many other 
textbooks its main goal is approach to the diseases of the ner- 
vous system from an etiologic and pathophysiologic point of 
view. Formerly the tendency was to group them according to 
their pathology and topography. Therapy has been brought 
up-to-date and comprises the most important publication in 
international literature. For instance, psychotherapy is recom- 
mended in cases of cerebral arteriosclerosis as a possibly impor- 
tant part of treatment. In lectures 27, 28 and 29, about the 
psychoneuroses, the author disregards psychodynamic concepts, 
especially in regard to the therapy of the neuroses. Instead, he 
is mainly interested in the effects of bromides, of baths and of 
training the will. 


Fluids, Electrolytes and Protein in Surgery: Acidosis, Alkalosis, Dehy- 
dration, Chloropenia, Protein Deficiency, Anemia, Shock. By V. Aalkijer, 
M.D., Senior House Surgeon, Bispebjerg Hospital, Copenhagen. With a 
foreword by G. Bohmansson, M.D., Chief Surgeon of the County Hospital 
of Grebro, Sweden. Translated by Miss Annie I. Fausbgll, M.A. Paper. 
Price, 18 Danish crowns. Pp. 163, with 36 illustrations. Einar Munks- 
gaard, Nérregade 6, Copenhagen, K, 1947. 

The author first presents the normal physiology of electrolyte, 
fluid, protein metabolism; next the pathologic physiology is 
given, and in part three the clinical applications, with illustrative 
case reports. The book is written from the point of view of 
the clinician with emphasis on practical application of chemical 
and physiologic methods in correction of the many abnormalities 
in these fields found in disease. The discussion is carried on 
simply and concisely without entering into some of the contro- 
versial points. 

The literature is fairly covered, adequately to the needs of the 
clinician. The charts and figures are clear and helpful. 

It can be read and studied with profit by medical students, 
interns and residents and by any one interested in the patho- 
physiology of the sick, especially those treated by surgery. The 
author is to be congratulated in presenting so much material 
simply and practically. 


Doctor, Don’t Let Me Die! 
Gorden. Cloth. Price, $3.50. 
Newbury St., Boston 15, 1947. 


By 8S. 8S. Keiner. 
Pp. 486. 


Collaborator: Dan 
Meador Publishing Co. 324 


This book is a long pseudoautobiographic account of the life, 
loves, difficulties, despairs and successes of a general practi- 
tioner named Dr. Legion, from his early days at medical school 
to and through practice to a period of relative ease and success 
and allegedly, a clarity of vision for the needs of world social 
order. The book is essentially a plea for national socialization. 
As a champion of socialized medicine, Dr. Legion is rather inept, 
since he asserts that most doctors are demanding socialization 
because they are overworked, underpaid and live generally a 
hand to mouth existence. Dr. Sigerist provides an enthusiastic 
introduction. 


A Treatise on Gonioscopy. By Manuel Uribe Troncoso, M.D., Assistant 
Clinical Professor of Ophthalmology, Columbia University College of 
Physicians and Surgeons, New York. Cloth. Price, $10. Pp. 306, with 
117 illustrations. F. A. Davis Co., 1914-16 Cherry St., Philadelphia 3. 
1947, 


Gonioscopy is the technic of examination of the angle of the 
anterior chamber of the eye. This structure, ordinarily concealed 
from view by the opaque edge of the scleral limbus, is made 
visible by contact lens and oblique illumination. Although goni- 
Oscopy is a comparatively young science, dating from 1913, it 
has grown to be an important part of ophthalmology. Dr. 
Troncoso has written a clearly expressed, beautifully printed 
and illustrated text on this subject, of which he is an authority 
and pioneer. Ophthalmologists will welcome it. 


Penicillin in General Practice. By J. L. Hamilton-Paterson, M.)., 
Pathologist to Redhill County Hospital, Edgware, England. Second edition. 
Cloth. Price, 5s. Pp. 110, with 10 illustrations. Staples Press Limited, 
10 Cavendish Place, London, W. 1, 1947. 

This edition of “Penicillin in General Practice” by J. L. 
Hamilton-Paterson is small enough to be carried in the pocket 
or in the physician's handbag. Adequate details of treatment 
are outlined for all the conditions which are likely to be 
encountered. The book is to be recommended for its con- 
venience and size. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY, 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


COMPLAINTS ALLEGEDLY DUE TO EXCESSIVE 
AMOUNTS OF ORANGE JUICE 


To the Editor:—A number of patients who have spent the winter in Florida, 
and some who have spent only a few days or weeks, tell me that after 
they hove had large quantities of orange juice a sort of toxic condition 
develops. They complain of vertigo, nausea, listlessness and dermatitis. 
This is not a matter of a few glasses of juice a day, but enormous 
quantities of it. At first | thought that perhaps this was partly 
imagination and partly due to the fact that they distended themselves 
too much, but | have heard this complaint over a period of six or 
eight years, and patients are still complaining. Is there any real basis 
for this condition, or have any reports appeared in the literature? 


Allen H. Moore, M.D., Doylestown, Pa. 


ANSWER.—It is unlikely that the symptoms complained of are 
the specific effect of orange juice, except in persons who are 
allergic to some constituent of orange juice. Other than that, 
toxic symptoms could be attributed only to excessive amounts 
of substances contained in oranges, substances which do not 
cause ill effects in usual quantities. This is improbable. None 
of the principal constituents, water, sugars, citric acid, ascorbic 
acid (vitamin C) and minerals, are known to cause specific 
symptoms in amounts which would be ingested under the con- 
ditions described. Water intoxication requires tremendous 
quantities. Ascorbic acid can be taken in amounts much greater 
than would be probable in the form of orange juice without 
symptoms. The same is true of the carbohydrate, minerals and 
organic acids. Experiments in which maintenance of complete 
saturation of the body with ascorbic acid was obtained by 
drinking quarts of orange juice daily were without such an 
effect except for some distaste for the orange juice. The nausea 
mentioned in the query may be the mild nausea or distaste 
commonly associated with the ingestion of large amounts of 
single foods, especially when accompanied by distention because 
of the bulk. In the absence of more details, an opinion on the 
nature of the dermatitis cannot be given. It would appear that 
the other symptoms are more probably the result of lack oi 
acclimation, known to affect visitors to warm climates, aided 
perhaps by overindulgence in food and drink, than the specific 
effect of the orange juice. No references to such an effect 
of orange juice have been found. 


THE IODINE NUMBER OF THE FATTY ACIDS 


To the Editor:—What is the significance and manner of determination of 
the iodine number as applied to unsaturated fatty acids in allergic diseases 
of the skin? Please give one or two references. M.D., New York. 


ANSWER.—Inasmuch as iodine is absorbed at the double bonds 
in the carbon chain, the iodine number of the fatty acids derived 
from blood is a measure of the relative degree of unsaturation 
S = fatty acids. (For preparation of fatty acids and determi- 

n of iodine number, J. Biol. Chem. 94:401, 1931-1932; ibid. 
112: 7457, 1935-1936.) 

This value in normal gt " in the range of 100 to 120 
depending on the age group. It has been found that in 50 to 
80 per cent of patients with chronic eczematoid dermatitis, the 
iodine number of the serum fatty acid is below 100. No direct 
relation between allergy and the iodine number of the serum 
fatty acids has been observed; however, at times patients with 
chronic eczema appear to be benefited when fats rich in unsatu- 
rated fatty acids are added to the diet (THE JourNAL, Dec. 7, 
1946, p. 855; 4m. J. Dis. Child. 73:1 [Jan.] 1947). 


ARGYRIA 


To the Editor:—BAL has been recommended for the elimination of arsenic 
from the tissues. Kindly inform me if it has been used successfully in 
the elimination of silver as in argyria? 

Hugh Macdonald, M.D., Peoria, Ill. 


ANSWER.—There appear to be no references in medical litera- 
ture to the use of BAL in the treatment of argyria. However, 
on theoretic. grounds beneficial results would not be expected, 
inasmuch as silver deposits in the skin are in metallic insoluble 
form and are not available for attraction to the sulfhydryl (SH) 
groups of the BAL compound. 


MINOR NOTES 


M.A, 
Feb. 7, 1948 


TREATMENT OF IVY POISONING 


To the Editor:—\ recently had a case of poison ivy. The patient appeared 
in my office in the acute phase and | gave him an injection of 
“Sherman poison ivy-oak extract.” |! was subsequently severely criti- 
cized by the dermatologist, who claims that it should only be used 
as a prophylactic measure and not as treatment. Please comment. 


M.D., New York. 


ANSW ER.—The practice of giving injections of poison ivy and 
poison oak extracts in the acute stage of the dermatitis is a 
common one and has been urged on the members of the medical 
profession by the manufacturers of such extracts; therefore, 
severe criticism should not be meted out to one who follows 
what was accepted as good practice. However, the injection of 
such extracts during the acute stage is of doubtful value 
inasmuch as immunization against any of the many sensitizing 
agents requires months and even years rather than hours. 
The Council on Pharmacy and Chemistry has recently revised 
its statement on rhus preparations to omit claims for use of oa 
agents in treatment of ivy, oak or sumac dermatitis (N. N. R. 
1947, pp. 15-16). Bathing the affected areas twice daily ‘for 
fifteen minutes with potassium permanganate solution in the 
strength of 1:2,000 together with daily intravenous injections 
of sodium thiosulfate or calcium thiosulfate will probably be as 
effective as any other method of treatment known at the present 
time. Freezing the areas with ethyl chloride has been advised, 
but this should be carried out with a great deal of caution by 
the physician. 


CASTRATION IN WOMEN FOLLOWING MASTECTOMY 


To the Editor:—What is the present status of opinion concerning castra- 
tion in the female as a preventive measure for possible recurrence of 
cancer of the breast following mastectomy? Is sterilization by roentgen 
radiation as effective as surgical oophorectomy in these cases? Would the 
use of estrogen therapy be contraindicated in the treatment of the arti- 
ficial menopausal symptoms that might follow the foregoing procedure? 

M.D., Philadelphia. 


ANSWER.—Routine castration by irradiation or surgical opera- 
tion following radical mastectomy is by no means a settled 
question. Many surgeons, however, are resorting to post- 
mastectomy castration, and they claim improved results for 
their cases. L. Halberstaedter and A. Hochman (THe JourNat, 
131:810-816 [July 6] 1946) are convinced that interruption of 
estrogenic stimulation can effect objective and/or subjective 
improvement in breast cancer. J. S. Horsley (Surgery 1§:590- 
601 [April] 1944) advocated the removal of both ovaries when 
performing radical operation for cancer of the breast in voung 
women. G. W. Horsley (Am. J. Stirg. 125:703-714 [June! 
1947) observed a five year “cure” rate of 43.5 per cent in radicai 
mastectomy cases without oophorectomy as compared with 76.5 
per cent in those of the premenopausal period with oophorec- 
tomy. His results were much better than those obtained with 
roentgen ray castration, though the few patients treated with 
roentgen therapy showed better results than those without either 
irradiation or surgical castration. However, T. de Cholnoky 
(THe JouRNAL, 125:739 [July 8] 1944) maintains that it is not 
exactly known yet whether the elimination of ovarian function 
has the effect of reducing or enhancing carcinogenesis. It may. 
therefore, be hasty to advocate bilateral oophorectomy for ali 
women in the premenopausal age with early breast cancer. 

Estrogen therapy should not be given to overcome the meno- 
pausal symptoms following the removal of a breast except in 
women past 60 years of age who have metastases. In this group 
estrogens will relieve the pain due to metastases. In younger 
women the male hormone, testosterone propionate, should be 
used instead of estrogens to relieve the menopausal symptoms. 


HAY FEVER IN HIGH SCHOOL BOYS 


To the Editor:—\ have two boys in high school who have hay fever and 
chronic nasal sinusitis. They have had the best allergists and nose and 
throat specialists available (without obtaining much relief). | have had 
psychologic tests on them in several universities and they rate superior, 
college material. What ‘careers should | try to steer them into because 
of their respiratory weaknesses (which happen to be hereditary on both 
sides of the family)? M.D., Tennessee. 
ANswer.—It would be a grievous error to steer these boys 

into any career for which they have no compelling urge. Other 

than staying away from extremely dusty occupations or those 
in which strong chemical fumes are involved, these boys are 
not handicapped for any career. On the other hand, if the facts 
of the case justified it, a change to a different climate might be 
advantageous. The boys should be given a free choice, with 
some judicious guidance on the part of the father. Above all, 

Guy should not be made to feel whatever handicap they may 

lave 
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RECURRENT ULCERS OF THE MOUTH 


To the Editor:—For six months | have been treating a white man aged 21 
for recurrent ulcers of the mouth, inside of lips and tongue. They are 
round, punched out, raised, gray, quite deep, and painful, and they bleed 
slightly on occasion. They last for about seven to ten days and recur 
at intervals of about two weeks to three months. This condition was 
first noticed three years ago in Alabama while he was in the Army. He 
has been completely worked up by smears and cultures, which have all 
been negative. He was treated with high potency vitamin therapy, ultra- 
violet and dyes of all kinds. However, the ulcers recur with fair regular- 
ity. These attacks are preceded by a bout of constipation. He has had 
G@ gastrointestinal series and proctoscopic examinations, and all were 
negative. There may be a psychiatric factor in this. Any help will be 


appreciated. Harry Grodzicker, M.D., Brooklyn. 


ANSWER. —Certain data which are not given would help in 
the diagnosis. It is assumed that the serologic test results and 
lungs are not abnormal. It would be of help to know whether 
the ulcers are preceded by vesicles or papules. An allergic cause 
would be improbable if there is a negative family, personal and 
contact history and angioneurotic edema of the face often coex- 
ists. A recurrent granulocytopenia could be excluded as a cause 
by blood counts. The description does not fit a dietary defi- 
ciency, lupoid or chemical origin or the lesions of erythema 
multiforme. The necrotic ulceromembranous ulceration of Vin- 
cent’s infection seems unlikely from the location and bacteriologic 
data. Nerve lesions are improbable if the lesions are bilateral. 
Dissimilar metal fillings may produce an electric current, but 
the lesions are said to be rarely ulcerative. Herpes simplex may 
cause a gingivostomatitis with similar lesions, from a reflex or 
central cause, but the lips usually crust and there are often 
general symptoms. 

The diagnosis is probably to be found under the general term, 
aphthous ulceration. One form is the common canker sore, 
which follows a vesicular onset; but the lesion most like that 
in the present case is called periadenitis mucosa necrotica recur- 
rens—it occurs on the tongue, lips and cheeks, lasts one to two 
weeks and follows a papular onset. The ulcers may be super- 
ficial or deep; they are-painful and may bleed; they tend to 
recur at varying intervals. 

The etiologic basis of aphthous ulcers is uncertain, with emo- 
tional, allergic, psychic, toxic and gastrointestinal causes being 
mentioned. The treatment is likewise indefinite. The month 
often is a mirror of the intestinal tract, and intestinal function 
is affected through innervation; a vagotonia sounds quite pos- 
sible in this case. 

It is suggested that the case be considered with the foregoing 
comments in mind and that specific therapy be applied if indi- 
cated. The following empiric measures may also be tried: one 
of the atropine-like drugs, either routinely before meals or dur- 
ing the constipation period, to interrupt the neurogenic influence ; 
the use of a mild saline laxative at bedtime ; continuance of a 
high vitamin intake in the form of a multivitamin concentrate 
plus 100 mg. of nicotinamide per day for several weeks, a 
applications of a 10 per cent solution of “butyn” (3-dibutylamino- 
propyl p-aminobenzoate sulfate) or “acriviolet” (a proprietary 
mixture of acriflavine and methylrosaniline chloride). 

Unless the foregoing suggestions prove definitely effective, it 
would be wise to have the man consult a neuropsychiatrist. 


SCLERODERMA AND PREGNANCY 


To the Editor:—A white woman aged 21 who had bilateral cervical sympath- 
ectomy two years ago for scleroderma, is now two months pregnant. Is 
pregnancy contraindicated? 1! should also like to know if Raynaud's dis- 
ease is any contraindication to pregnancy. 


John Shelton Reed, M.D., Kingsport, Tenn. 


ANswer.—Neither scleroderma nor Raynaud’s disease contra- 
indicates pregnancy. The progress of either disease is unaffected 
by child bearing. When scleroderma is sufficiently extensive it 
may interfere with free respiration. There may in such cases 
be mechanical difficulties with expansion upward of the gravid 
uterus. 


“SPOON NAILS” 


To the Editor:—A woman aged 40 worked in the San Francisco shipyards 
for two years during the war. She now has several finger nails bowed 
outward from the base up, and the other nails are showing signs of 

. There is no hereditary or other pertinent history. Is there any 
treatment for this condition? M.D., California. 


ANnswer.—The description of the woman’s nails leads to the 
supposition that the so- -called “spoon nails” have developed ; this 
is a dystrophy the etiologic and pathologic bases of which are 
variable, complex or obscure. Treatment is as a rule of no 
avail. 
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ETHYLENE DISULFONATE 


To the Editor:—\ would appreciate information about the treatment of 
allergic eczema in children with ethylene disulfonate, especially the per- 
centages of successes and failures, and any undesirable by-effects. 


Erwin Levi, M. D., New York. 


Answer.—Ethylene disulfonate has been the subject of con- 
siderable controversy. First, there is some doubt that a com- 
pound of the alleged structure of ethylene disulfonate exists. 
In view of the enormous dilution, 10°75 (1 part in a million 
billion), it is impossible to analyze the commercial article (“aller- 
gosil” brand of ethylene disulphonate) and find anything but 
water. Second, the theoretic bases which underly the clinical 
utility of this compound are exceedingly doubtful. Third, the 
concomitant drug and dietary restrictions which are insisted on 
by the manufacturer seem totally irrational on the basis of 
present knowledge. But these points may be of practical impor- 
tance, as they may explain some of the improvements that are 
occasionally seen after use of the article. 

As far as its use in eczema in children is concerned, there 
have been favorable reports by Wasson (Arch. Pediat. 60:511- 
517 [Sept.] 1943 and Bartlett (Arch. Pediat. 61:311-316 [June] 
1944). These reports are uncritical, and in neither are there 
adequate controls. Archibald (Arch. Pediat. 62:219-222 [May] 
1945) came to the conclusion that any effect the product had 
was the same as that of distilled water. He pointed out that 
distilled water has been used in various allergic conditions on 
a nonspecific basis and with occasional good results, equal in 
percentage to those he obtained with ethylene disulfonate. In 
evaluating the result of treatment with this drug in eczemas or 
other allergic conditions, it should be recalled that the propo- 
nents do much more than merely administer the drug and also 
that a hypotonic solution injected intramuscularly will have 
certain nonspecific effects, which may occasionally yield a clini- 
cal result. Much of the pertinent literature is summarized in 
the report by the Council on Pharmacy and Chemistry in THE 
Journa, Aug. 31, 1946, page 1495. 


HONEY IN THE DIET IN HEART DISEASE 


To the Editor:—! should like information on the striking effects of oral 
administration of ‘ honey in aiding the therapy of heart diseases— 
organic and function in nature. For many years | have given my cardiac 
patients, instead of glucose injections intravenously two times a day, 
15 Gm. of bees’ honey. 1 ¥y confirm from personal experience an 
excellent effect. Bees’ honey is the best nourishment of heart muscle. 

What is the scientific basis of this striking effect? Please discuss 


rationale of this therapy. N. Costa, M.D., Herzlia, Palestine. 


ANSWER.—There is no justification in the literature for this 
statement that bee’s honey is the best nourishment of the heart. 
All glucose is good food for the myocardium. A high carbo- 
hydrate diet is practically always prescribed for patients with 
myocardial insufficiency. Further observations should be made 
on honey to determine whether it is better than any other 
substance. 

Honey is defined by Shuette and Baldwin (Food Research 
9:244, 1944) as the nectar and saccharine exudation of plants, 
gathered, modified and stored in the comb by the honeybee. 
Chemically it is a natural concentrated unrefined syrup of invert 
sugar and flavored according to the floral source. The main 
component is 75 to per cent invert sugar, a conversion 
product of sucrose. The minor components are organic acids, 
pigments, nitrogen-containing components or compounds and 

pollen. Seven members of the B vitamin complex (particularly. 
nicotinic acid and pantothenic acid, riboflavin, pyridoxine and 
thiamine) and vitamin C (ascorbic acid) have been identified in 

oney. There are small amounts of iron, copper, sodium, 
potassium, magnesium, calcium, manganese and phosphorus, all 
of which have been shown to be essential to good nutrition in 
animals. Commercial processes for clarifying reduce the vita- 
min content 33 to 50 per cent. Honey has been used as a 
levulose tolerance test of liver function. 

Glucose is as effective as any monosaccharide, and invert 
sugar is normally changed to glucose in the liver. Fructose 
is considered to be better at glycogen formation than glucose; 
galactose is less so. Glucose when injected is absorbed and 
causes an increase in liver glycogen. Some is converted to 
muscle glycogen, and some is oxidized. Fructose may be con- 
verted slowly to glucose in muscle. The only sugar that may be 
directly oxidized in the muscle is d-glucose (dextrose). The 


usefulness of any carbohydrate, therefore, depends on the ease 
with which it is converted into d- glucose. 

Honey is a good source of carbohydrate and would be rational 
in the dietary and dietotherapy of cardiac patients manifesting 
myocardial insufficiency. 
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The vitamins, particularly nicotinic acid, and the minerals 
may contribute some to the nutritive value of honey over that 
of ordinary glucose. These considerations might give some 
scientific basis for the observation, but the observations should 
he confirmed before discoursing on the theoretic possibilities. 


ASTHENOPIA AND CONTACT LENSES 


To the Editor:—A patient has a high refractive error, otherwise his eyes 
are organically sound. He feels comfortable with his present glasses and 
is able to read and do other close eye work for many hours without undue 
fatigue of the eyes. However, after an hour or so of driving his car or 
witnessing a double feature movie he feels a definite tightening of the 
muscles of the eyeball. This progresses so that at the end of two or 
three hours his eyes feel like “tightened cords.” Usually this tightness 
recedes as he rests his eyes. However, occasionally a severe hea 
and pain in the eyeballs result. The patient has noticed this trouble for 
the past eight years. Increase in the trouble has simultaneously pro- 
gressed with the increase in the refractive error, as evidenced by the 
4 successive prescriptions for glasses. He has been under the core of 
competent ophthalmologists. The question arises whether this ‘‘astheno- 
pia,” if it can be so called, can be corrected by properly prescribed con- 
tact lenses. The patient’s work necessitates a considerable amount of 


driving. Chester C. Burski, M.D., Chippewa Falls, Wis. 


Answer.—Contact lens are recommended and being used in 
keratoconus and other conditions characterized by irregular cor- 
neal astigmatism, in ametropia, for corneal protection in lag- 
ophthalmos, trichiasis and ectropion, in high unilateral myopia, 
in unilateral aphakia, in albinism and coloboma of the iris. They 
are useful as a substitute for spectacles in sports, as football 
and swimming, and for cosmetic purposes by actors and actresses. 

Contact lens will frequently allow normal vision when this is 
not possible with ordinary spectacles, but their most enthusiastic 
advocates do not recommend them for the relief of asthenopia. 
They are considerably more troublesome than ordinary spec- 
tacles, and probably less than 70 per cent of those fitted can 
wear them for long periods with complete satisfaction. This 
is particularly true of those who do not absolutely require this 
type of correction. 

In that this patient can do close work for long periods with- 
out difficulty, it seems likely that the refractive error is properly 
corrected. Investigation should be directed toward determina- 
tion of the muscle balance, duction power, the presence of 
induced vertical prism in his spectacles and their centration. 
The cause of the asthenopia should be determined and corrected. 


DESIGNATION AND RELATIVE FREQUENCY OF 
BLOOD GROUPS 
To Ang Editor:—How do the A, B, AB and O blood gr 


oups correspond to 
old style groups of 1, 2, 3 and 4? Give relative rarity of groups 
A, B, AB and O in per cent of general population. M.D., Ohio. 


ANSWER.—The use of letters for the blood groupings was 
first suggested by Landsteiner in 1901. Jansky (1907) suggested 
groups 1, 2, 3 and 4 corresponding with the frequency of the 
blood groups, whereas Moss in 1910 reversed the numbers. 
For this reason some confusion resulted in the use of the latter 
two systems. Most of the hospitals in the United States are 
using the Landsteiner system and have discarded the Jansky 
or Moss nomenclature. Such a step was recommended by the 
Public Health Committee of the League of Nations, and it is 
known as the international nomenclature. 

The following table gives the corresponding groups and the 
relative frequency in per cent of the general population: 


Blood Groups 
4 3 1 
Percentage distribution ............ 45 43 8 4 


MEDICATION FOR PINWORM DURING PREGNANCY 
To the Editor:—Is it safe to use the usual pinworm medication in pregnancy? 
Mary L. Rosenstiel, M.D., Freeport, Ill. 


ANSWER.—Yes, it is safe to give the usual medication for 
pinworm (oxyuris vermicularis) in pregnancy. Exceedingly free 
elimination is necessary, but violent purging of the bowel should 
be avoided to protect the products of gestation. Hexylresorcinol 
is an efficient medicament. The adult dose is one 0.2 Gm. pill, 
not to be chewed or crushed. A package for a single complete 
treatment is supplied in one vial, containing five of the 0.2 Gm. 
yills, taken successively until the desired result is obtained. 


MINOR NOTES 


A DIAGNOSTIC PROBLEM 


To the Editor:—A white man aged 54 came to me about three months 
ago with complaints of acute stomatitis and conjunctivitis. The con- 
dition started suddenly with nausea, a chill and intense burning and 
smarting of the eyes with a profuse mucous discharge, stuffiness of the 
nose, sore throat and intensely tender tongue and mouth. Examination 
revealed the following: The temperature wos 100F. orally, and there 
were intense conjunctivitis and blepharitis; nasal congestion; intense 
glossitis and cheilitis, and large ulcers in the buccal mucosa with a 
heavy white exudate. The roof of the mouth and the pharynx were 
very red, and there were many different sized blebs, some of which 
were full of blood-tinged fluid. The gums were sore and swollen, 
and the angles of the mouth were tender. Red and white blood count, 
sedimentation rate, Wassermann and agglutination tests and urinalysis 
all were negative. The man had felt well until the night before, when 
he was attending a business meeting. He said that his eyes started 
to burn and discharge; his lips and gums began to swell until he had 
to take his teeth out. He had had nothing out of the ordinary to eat, 
and he does not drink or smoke. He has had three such attacks at 
intervals of four to six weeks during the last four months. The con- 
dition has run a course of about ten days previously and cleared up 
spontaneously. | have given penicillin and “pyribenzamine’ but am 
not convinced that they do any good. 

Leo R. Hawkes, M.D., Preston, Idaho. 


ANSWER.—The history and observations in this interesting 
case might be resolved into a more exact restudy of some of the 
component parts as stated. First, have the patient keep a writ- 
ten record of his food intake, stating the quantities et cetera. 
All oral and parenteral medicaments should likewise be included. 
Second, make a detailed allergic study and analysis. Third, 
obtain appropriate smears and cultures of the lesions of the oral 
mucous membrane. Fourth, have a review of the oral mucosa 
by a specialist in oral medicine. 

The grand summary of all these observations will lead to the 
final common path of the ultimate line of therapy. 


INCREASING PATIENT’S TOLERANCE TO PENICILLIN 


To the Editor:—i have attempted to treat a patient with chronic purulent 
bronchitis by penicillin aerosol; unfortunately, he has shown a pro- 
nounced sensitivity to the drug. 1! tried another type of penicillin by 
another manufacturer in the hope of avoiding reactions, but he mani- 
fested similar reactions to the second type of drug. The patient is 
reluctant to try another type of penicillin. 1, too, hesitate to subject 
him to the manifestations, severe shortness of breath and a constrictive 
tightness in the chest, that followed the use of the drug. Since he 
already has some strain on the right side of the heart as a result of a 
long-continued pulmonary condition, | consider. that further trials would 

dangerous. Would it be possible to give him skip tests with the various 
types of penicillin by different manufacturers, using the patch test? If 
this is feasible, | should like a description of a method for preparing 


and reading such patch tests. Louis V. Blum, M.D., Baltimore. 


ANSWER.—If’a patient has become sensitized to penicillin he 
will react to all samples of the antibiotic. It has been shown 
that sensitization is due to penicillin itself and not to any 
impurities contained in the product. It has been reported 
recently (Peck, S. M.; Siegal, S., and Bergamini, R.: Success- 
ful Desensitization in Penicillin Sensitivity, THe Journat, 
August 30, p. 1546) that the repeated injection of small amounts 
of penicillin three times a week will increase the patient’s 
tolerance to the antibiotic so that repeated small doses of 20,000 
to 30,000 units may be given without reaction. The initial 
desensitizing dose recommended was 400 units, and the dose 
was doubled every three days until the patient tolerated doses 
as high as 20,000 units at a time. Skin tests with crystalline 
penicillin can be carried out in the usual manner. Patch tests 
are unnecessary. 


NEUROLOGIC SYMPTOMS FOLLOWING INJECTION OF 
MERCURIAL 


To the Editor:—The answer on page 396, The Journal, Oct. 11, 1947, on 
the subject, “Neurologic Symptoms Following Injection of Mercurial,” 
the authority responsible ignores the systemic effect of “‘mercupurin,” 
(mercurophylline injection, now marketed as “‘mercuzanthin”’) confining 
itself to a discussion of the sciatic nerve and intramuscular injections. 
Since | hove observed a similar reaction in a patient to whom | was 
administering ‘‘mercupurin”’ intravenously, this anatomic reply to the 
problem seems inadequate. 

My patient was receiving weekly intravenous injection of ‘‘mercupurin,” 

2 cc. Approximately two hours following each injection there regularly 

developed numbness, tingling and severe cramps in the lower part of 

the legs and in the feet. These symptoms persisted on each occasion for 

almost twenty-four hours. After four reactions, all of increasing severity, 

1 discontinued administration of the drug. Diuresis had profuse and 
adequate. There was no ascertainable neurologic residual. 

This case, together with that of the earlier correspondent, indicates 

reaction to the drug than an involve- 

A. H. Ulm, M.D., New York. 
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